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From the Surgeon General 



Navy Medicine 
at 150 



On 31 Aug 1842, the Congress of the United States passed a Navy 
appropriations bill creating the Bureau of Medicine and Surgery. The 
purpose behind the bill was the obvious need for the Navy to be able to 
maintain a healthy fighting force. One hundred and fifty years later, that need 
still exists, and as recent world events have already shown, Navy medicine is 
doing an exceptional job fulfilling it. 

During the past 2 years, we have flexed our ability to support the operational 
forces like never before. Wherever we've been called to serve — whether in the 
sands of Southwest Asia during Operations Desert Shield/Storm, in Bangla- 
desh, the Philippines, or Cuba during humanitarian assistance missions, or 
simply in our routine support of fleet operations — Navy medicine has met the 
challenge, and done what we do best, providing quality care to the people of the 
Navy and Marine Corps, 

What has made me especially proud is that we've been able to do all this while 
still keeping our commitment to take care of our Navy and Marine Corps 
families and retirees. The quality of the Navy hospitals and clinics which serve 
these beneficiaries is higher than it's ever been. In fact, when compared to 
civilian hospitals and other military treatment facilities, Navy hospitals consist- 
ently receive higher scores from independent accreditation agencies. Those 
scores are unbiased indicators of the tremendous quality and dedication of our 
Navy medical personnel. 

In the years ahead, Navy medicine will undoubtedly be going through some 
changes; however, I am convinced that these changes will only help to ultimately 
improve the quality of service, will improve the access our beneficiaries have to 
health care, and increase our emphasis on preventive health care services. Within 
our own community, we have rededicated our commitment to providing each 
person within the Navy Medical Department the professional opportunities for 
a rewarding and fulfilling career. The plans and initiatives we are launching now 
will guide Navy medicine safely into the 21st century. 

Thank you for the significant contribution each of you makes toward continu- 
ing the tradition of excellence which was begun 150 years ago this month. 

CHARLIE GOLF ONE. 

VADM Donald F. Hagen, MC 
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MG Mike Myatt, commanding general, 
1st Marine Division, presents the Silver 
Star to HM3 Martin. 



Department Rounds 



Corpsman 
Awarded 



Silver Star 



A Navy hospital corpsman as- 
signed to a Marine Corps unit 
at Camp Pendleton, CA, is the 
recipient of the highest commendation 
presented to a medic for heroic actions 
during Operation Desert Storm. In a 
ceremony marked with traditional 
pomp and circumstance, HM3 
Anthony Martin, 28, was presented 
the Silver Star for "conspicuous gal- 
lantry and intrepidity in action." 

Martin's version of the story is 
somewhat more modest. "1 was just 
doing my job," said the Milwaukee, 
Wl, native before the presentation. "I 
look back on the day now and can't 
believe I did what I did and didn't get 
hit." 

What this shy 6-foot 4-inch, 240- 
pound corpsman did was deliver the 
lives of nine marines. 



NAVY MEDICINE 




Martin demonstrates how he carried 
LCPL Muslcant from the battlefield. 



The tale begins more than a year ago 
in the Al Wafra oil fields during the 
battle to liberate Kuwait. According to 
the citation which accompanies the 
Silver Star, Company L, 3rd Battalion 
of the 9th Marines came under an 
enemy mortar attack 24 Feb 1991 
while rounding up surrendering Iraqi 
troops. Disregarding his own safety, 
Martin, then an E-3. ran amidst 
incoming Iraqi rounds, answering 
cries for help from fellow marines. 

"When the mortar rounds hit," Mar- 
tin remembers, "1 heard Musicant and 
LT Jones yelling for help. I was scared 
but I had to help them. 1 wasn't wor- 
ried about me. If I got hit, I got hit." 

LCPL Richard Musicant, I LT Mat- 
thew Jones, and SGT John White were 
hit by shrapnel from the same mortar 
round. Of the three, Musicant's 



wound, a large jagged hole in his left 
thigh and a torn artery, was the worst. 
The young marine, on hand to see his 
friend receive the commendation, 
remembered the day. 

"It felt like my leg fell off," Musicant 
said of the incident. "1 knew I was 
going to die. You lose that much blood 
and you just know that you're going to 
die. When Tony picked me up, I was 
really surprised my leg came with me. I 
thought it had been blown off." 

With enemy gunfire raining around 
him, Martin hauled Musicant's bleed- 
ing body, complete with battle gear 
and a radio, over his shoulder, and 
bolted for the shelter of an armored 
vehicle with medical supplies on 
board. "I just kind of high-stepped 
across the battlefield," Martin said. "I 
guess I was pretty busy that day." 



MG Mike Myatt, who commanded 
the 1st Marine Division in Operation 
Desert Storm, said nine marines are 
alive today because of Martin. "'Doc' 
is a term of endearment earned by 
corpsmen who support marines," 
Myatt said after pinning the medal on 
Martin's chest. "Doc Martin, you are a 
very special part of our corps." 

Martin would have preferred a 
smaller gathering for the presentation 
(more than a thousand marines were in 
attendance). According to Myatt, 
their presence was testimony to the 
feelings marines have for their corps- 
men. □ 

— Story and photos by Joy Caldwell, Public 

Affairs Office, Naval Hospital, San Diego, CA 
92134. 
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| here is not another recom- 
pression chamber like this 
one in the Navy Medical 
Department," said HMCM(DV) 
Wayne Shurtz, Naval Aerospace Med- 
ical Institute's (NAMI) senior diving 
medical technician. 

Shurtz is speaking about the new 
state-of-the-art recompression 
chamber housed in NAMI's Aviation 
Physiology Training Unit, Building 
3845. 'This will bring NAMI into the 
next century as far as recompression 
chambers go," continued Shurtz. The 
recompression chamber (a steel vessel 
where the internal pressure can be 
increased in equivalent feet of sea 
water (FSW) or pounds per square 
inch (PS I) causing the bubbles to be 
recompressed), treats decompression 
sickness (DCS), arterial gas embolism 
(AGE), carbon monoxide poisoning, 
and other diseases that benefit by 
exposure to high concentrations of 
oxygen under pressure. 



Decompression sickness is caused 
by the formation of bubbles of inert 
gas, usually nitrogen, within the 
body's tissues. Rapid lowering of 
ambient pressure, such as during 
ascent in flying or diving, leads to an 
increase in dissolved nitrogen reaching 
a threshold level and appearing as 
bubbles. 

NAMI had a recompression 
chamber before, but it was made in the 
1930's, lacking many of the modern 
touches present on the new chamber. 
"Because of the design of the new 
chamber, a gurney will fit inside," said 
Shurtz. "This will enhance the 
patient's safety; before a gurney would 
not fit and that patient had to be bod- 
ily carried into the old chamber. We 
didn't have as much control of the 
patient as we would have liked to 
ensure safety," he added. 

There is an extensive patient moni- 
toring system. Personnel can actually 
monitor the atmosphere and analyze 



gases the patient is breathing and have 
the capability to monitor and control 
the temperature inside the chamber. 
There is also an electrocardiogram 
(EKG) heart monitoring system. 

With a camera inside the chamber, 
and the small television monitor and 
video cassette recorder outside the 
chamber, the patient's treatment can 
be monitored and recorded. "This 
would be useful for training purposes 
and for reviewing and documenting 
the patient's progress and treatment," 
said Shurtz. 

To make the patient as comfortable 
as possible while being treated, an 
entertainment system is also included. 
A patient can listen to music or watch 
television during treatment. 

Other features include an oxygen 
hood rather than an oxygen mask. The 
hood, a clear bubbleiike apparatus 
that fits over the patient's head, con- 
nects with the oxygen hose inside 
the chamber, enabling the patient to 
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breathe oxygen while wearing the 
hood. "The hood is for those people 
who have problems wearingan oxygen 
mask," said Shurtz. "This also helps if 
the patient is treated for a long time; a 
mask can be very uncomfortable." 

In case of a fire inside the chamber, 
the sprinkler system will spray 200 gal- 
lons of pressurized water into the 
vessel. 

A state-of-the-art communication 
system is another added feature. If the 
main communication system goes out, 
a self-generated sound-powered phone 
is available. This is a backup system 
that will allow the patient to communi- 
cate with the medical personnel out- 
side the chamber. 

Under the guidance of the Experi- 
mental Diving Unit (EDU) in Panama 
City, FL, NAMI divers and Public 
Works personnel installed the 
chamber at considerable savings to the 
Navy. Independent contract consider- 
ations were $750, 000-$950,000. 




Through the combined effort of EDU, 
Public Works, and NAMI, the new 
facility cost $325,000. 

NAMl's primary mission regarding 
the hyperbaric system is to support 
physiology training, operational fly- 
ing, and Navy diving operations. 
However, military members, their 
dependents, and retirees suffering 
from DCS and air gas embolism as a 
result of sport diving may be brought 
to the recompression chamber for 
treatment. The recompression 
chamber is staffed with fully qualified 
Navy diving medical personnel. The 



service is also available to the public 
on a humanitarian basis in the event of 
threat to life and limb, but an appro- 
priate evaluation to determine the 
bona fide nature of the emergency 
must be accomplished prior to accept- 
ing a civilian patient. Additionally, the 
recompression chamber is geographi- 
cally situated so that it is the only facil- 
ity from Mobile, AL, to Panama City, 
FL, capable of adequately treating 
decompression sickness or embolism 
resulting from diving. □ 

— Story by Claudia Lee, NAMI Public 
Affairs, Pensacola, FL 32508. 
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Have you wondered how those people at BUMED 
(Bureau of Medicine and Surgery) decide how 
many people you have in your hospital or clinic? 
Have you ever wondered why you have certain physician 
specialists and not others? Maybe you've wondered how 
the detailers come up with all those choice duty opportuni- 
ties. Have you ever wondered what those manpower peo- 
ple were saying when they talk billets, authorizations, 
end-strength, manpower, inventory, promotion opportun- 
ity, DOPMA, and a myriad of other terms. 

This article will acquaint you with what we refer to as the 
"People Puzzle." This may be one of the most misunder- 
stood and maligned of all processes within the Navy. Our 
desire is to inform, answer questions, and enlist your help 
in making the process work for everyone. The People 
Puzzle has essentially three parts: manpower, personnel, 
and distribution. 

Manpower 

Although the terms "manpower" and "personnel" are 
often used interchangeably, they are not synonymous. In 
fact, the terms refer to two systems that are entirely differ- 
ent. In the broadest sense, the manpower system is the 
template upon which the personnel system operates. As 
you would expect, the trip from the floors of Congress to 
the floors of a medical or dental treatment facility is a long 
and convoluted one. 



The manpower system consists of essentially two com- 
ponents: manpower requirements and manpower authori- 
zations (billets). 

Requirements 

Manpower requirements quantitatively and qualita- 
tively define the most effective and efficient methods of 
performing assigned missions and functions. Stated differ- 
ently, given a naval hospital, how many people do we need 
and what skills should they have in order to get the job 
done? The answer to that question provides the baseline 
manpower requirements for the facility. 

Manpower requirements are established through a vari- 
ety of programs and methods. Of particular interest to 
Navy medicine, though, is the Shore Manpower Require- 
ments Program comprised of the Efficiency Review (ER) 
process. The ER process is the primary method currently 
employed by Navy medicine to state our shore-based man- 
power requirements. 

The ER process reviews and assesses work load in terms 
of the activity's mission, functions, and tasks; objectively 
reviews and determines the equipment and processes 
necessary for the activity to efficiently and effectively dis- 
charge its mission and tasks; determines the number and 
defines the skills and mix of military, civilian, and/ or 
contractor manpower resources required based upon 
measured /validated work load/tasks. 
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Manpower requirements provide a credible baseline for 
planning, programming, and budgeting for total force 
manpower resources to support the operating forces and 
the shore establishment under wartime and peacetime con- 
ditions. 

Authorizations 

Billets authorized are the link between manpower 
requirements, Congressional appropriations, and person- 
nel inventory. Billets authorized describe qualitative data 
necessary for stating manpower in terms meaningful for 
training, strength planning, and distribution of personnel. 

As an example, assume that Naval Hospital "X"has an 
established requirement for two cardiovascular surgeons 
and it has decided to program two billets against those 
requirements. Once programmed, the billets ensure that 
fully qualified cardiovascular surgeons are ordered to NH 
"X" (as inventory allows), that strength planners develop 
plans to maintain an adequate number of cardiovascular 
surgeons to meet the need, and that training plans are 
evaluated and modified, as necessary, to produce the cor- 
rect number of cardiovascular surgeons. 

Manpower requirements represent the validated need to 
fully satisfy approved missions and functions for a given 
work load. Manpower authorizations (billets), on the 
other hand, represent an actual allocation of resources to a 
requirement. In general, total manpower requirements for 
the Navy exceed the money available to support that level 
of manpower. Billets, therefore, are used to identify man- 
power requirements that are resourced. 

Personnel 

Once authorized billets have been established, we turn 
our efforts to filling those authorizations with people. 
Personnel planning is complex because it occurs on several 
levels and over several fiscal years with each level compli- 
menting and matching the others. The basis for all person- 
nel plans is the strength plan. Other plans include 
accession, promotion, training, and redesignation (aug- 
mentation) plans. 

Strength Plans 

Strength plans are developed quarterly, submitted to 
BUPERS (Bureau of Naval Personnel), and become the 
basis for personnel planning across the entire Navy. 



An end-strength number or target is established through 
the processes described above and reflects the number of 
individuals authorized to be on active duty at the end of a 
fiscal year. With this target in hand, each corps' personnel 
planner identifies current number of people on board, 
projects losses by grade and specialty, and then develops a 
plan to reach the end-strength target. The strength plan 
contains historical information regarding the structure of 
the corps and anticipated changes (gains and losses) based 
on correspondence, orders, etc. The basic formula for 
end-strength is: 

End-strength = begin strength + gains - losses 

The end-strength for one fiscal year becomes the begin- 
ning strength for the next. Losses are established by letters 
of request and orders for resignation, release, or retire- 
ment. Gains are identified through evaluation of various 
accession sources. Programs such as direct procurement, 
the Armed Forces Health Professions Scholarship Pro- 
gram (AFHPSP), the Nurse Candidate Program (NCP), 
enlisted commissioning programs, etc., contribute to the 
gains variable in the end-strength equation. 

Accession Plans 

Accession programs such as AFHPSP and NCP are 
long-range plans which look at future accession needs. 
Each program has its own plan which finds its basis in the 
future end-strength projections. They provide a steady, 
reliable source of new accessions each year and form the 
foundation for our annual recruiting plans. 

Recruiting. The end-strength equation is completed by 
recruiting. Beginning strength has been established, 
projected losses and programmed gains identified, and we 
now have a projected end-strength with no recruiting activ- 
ity. The difference between this projected end-strength and 
our end-strength target becomes our total recruiting goal. 
Goals are then established for each specialty within a corps 
according to need. 

Promotion Plans 

Promotion plans are developed annually in July/Au- 
gust and are projected for 5 years. The promotion plan is 
constructed l'/2-2 years before execution, e.g., the FY93 
promotion plan was developed in July 1991; selections 
were made during FY92 for promotions which will begin 1 
Oct 1992(FY93). Guidance for promotion planning comes 
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from Congress, DOD, and Navy and includes guidelines 
for flowpoint (the average number of years from the ensign 
date-of-rank to the next grade), promotion opportunity 
(the percentage opportunity within zone), and authoriza- 
tions (the numbers allowed within a specific grade). 

DOPMA vs. non-DOPMA Control. The Defense Offi- 
cer Personnel Management Act (DOPMA), effective Sep- 
tember 1981, established policies specifically related to 
Officer Personnel Management. The DOPMA section 
most related to this article specifically addresses the "con- 
trol" grades of LCDR, CDR, and CAPT. DOPMA was 
established to standardize force structure, promotion 
opportunity, and flowpoint. DOPMA groups within the 
Medical Department include the Nurse Corps and Medical 
Service Corps. Control grades are usually "vacancy filled," 
meaning the number selected for promotion is based on the 
number of losses to that grade. DOPMA guidelines for 
flowpoint and opportunity compared to actual flowpoint 
and opportunity are provided in Table 1 for each Medical 
Department Corps, fiscal years 92 and 93. 

Non-DOPMA communities, of which there are two, the 
Medical Corps and the Dental Corps, are not constrained 
in the size of their control grades. DOD guidance directs 
that these corps shall maintain a "pyramidal" shape, flags 
at the top and lieutenants at the bottom, and that 6 years 
time-in-grade shall be the window of eligibility. This 
results in a flowpoint which is comparable to DOPMA- 
controlled communities. 



Distribution 

Personnel distribution is an extremely dynamic under- 
taking. Federal law governs matters such as total number 
of personnel authorized, service obligations, retirement 
eligibility, involuntary release from active duty, and com- 
pensation. The Chief of Naval Operations authorizes the 
number of positions available for distribution. As men- 
tioned before, the manpower authorization for each activ- 
ity is both a quantitative and qualitative expression of its 
requirements. Billets can be moved from one activity to 
another as requirements change; however, the total 
number of billets cannot exceed the Chief of Naval Opera- 
tions' authorization. Billet changes can only be made by 
the claimant responsible for the activity. 

Filling authorized Medical Department billets, i.e., the 
distribution process, involves coordination by several peo- 
ple. The BUPERS Medical Department Officer Distribu- 
tion Branch (PERS-4415) has direct responsibility for all 
Medical Department officers; however, distribution deci- 
sions are often made after consultation with BUMED, the 
individual activity, and specialty advisors. PERS-4415 
does not, however, add, delete, relocate, or change billets. 
That is a manpower function. 

The distribution process is a vacancy driven system. 
Vacancies are prioritized for fill in accordance with estab- 
lished Surgeon General/ Chief of Naval Personnel policies 
and activity requirements. Current prioritization for fill is: 



Training Plans 

Training plans are based on the "needs of the Navy." 
We've all heard that, but what does it mean? In this case, 
the needs of the Navy are defined by billets authorized and 
billet subspecialty codes. Prior to developing any training 
plan, a "billet run" is obtained which lists all billets for a 
specific corps defined by subspecialty code. This gives us a 
picture of what our "needs" are. Next we do a "body run" 
by subspecialty code. Matching the billet run with the body 
run helps us identify our training needs. Other considera- 
tions made while developing the training plan include 
personnel currently in training, personnel projected for 
training, projected gains and losses by specialty for coming 
years, and other identified requirements. Defined needs 
are then compared to the number of training slots availa- 
ble, and decisions are made regarding how many people 
will be selected for training during the coming year. 

Redesignation Plans 

Each community has a prescribed number of regular 
officers. By law, the Navy has a limit on total number of 
regular officers allowed. Redesignation boards are con- 
vened twice a year in April and October. Prior to the 
board, each community reviews the total number of regu- 
lar officers on active duty and the number of projected 
regular officer losses. The difference becomes the plan for 
redesignation. 



• Congressionally mandated facilities (staffing levels set 
by Congress regardless of billet authorization). 

• Operational/ OCONUS facilities. 

• Isolated CONUS facilities (located in medically under- 
served areas, e.g., Twentynine Palms). 

• Teaching and training facilities, Headquarters and Joint 
Staff. 

• All others. 

Once a vacant billet has been identified and prioritized, the 
assignment and placement officers coordinate efforts to 
find an available person who is best qualified to fill the 
billet, The needs of the service are balanced against the 
career needs and desires of the individual. 

Placement officers represent the needs of the service and 
act as the command's advocate to assure that the available 
officer is the best qualified to fill the billet. Additionally, 
they provide information to assignment officers regarding 
priorities for fill and claimant/ command requirements. 
They evaluate proposals for billet fills by analyzing the 
qualifications of the officer being proposed against the 
requirements of the billet. They also determine if the pro- 
posed officer has completed the prescribed tour length at 
this present duty station and is available for reassignment. 
If any discrepancies occur during this evaluation process, 
the placement officer discusses the proposal with the 
assignment officer. Once the placement officer determines 
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Flowpoint of 19-06 means 19 years, 6 months. 











that the officer meets command requirements, the pro- 
posal is accepted and orders are written. 

The assignment officers serve as the individual's advo- 
cate. They ensure that future assignments provide oppor- 
tunities for promotion and professional development. 
While detailers represent the career needs and desires of an 
individual, they also maintain a perspective on the needs of 
the Navy. 

BUM ED specialty advisors serve as technical consul- 
tants in the distribution process. Although not directly 
involved in distribution decisions, they provide valuable 
advice relating to both billets and personnel associated 
with their communities. 

Commanding officers, assignment officers, placement 
officers, specialty advisors, and individuals all play a role 
in the distribution process. The goal is to find the right 
person for the right job at the right time. With your help, 
the process works. 



Summary 

The three pieces of the People Puzzle really do fit 
together! The manpower system's two components, 
requirements and authorizations, define the "needs" and 
provide the allocation of resources identified by specific 
category. Once billets are defined, the personnel system 
establishes plans to meet the needs with people. The final 
piece, personnel distribution, matches qualified people to 
places. n 



CDR Harmon is Head, Personnel Plans and Analysis Branch, LCDR 
Quisenberry is the Nurse Corps Personnel Plans Analyst, LT Magnusson 
was the Medical Corps Personnel Plans Analyst at the time this article 
was written, and HMC(AW) Scofield is a manpower analyst at the 
Bureau of Medicine and Surgery, Washington, DC 20.172-5120. LCDR 
Den/er is a placement officer at the Bureau of Naval Personnel, Washing- 
ton, DC 20370-5100. 
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The 
Origins 

of 
BUMED 



Fleet Support and Fiscal Responsibility 



Dale C. Smith, Ph.D. 



August 31, 1992marksthe 150th 
anniversary of the Bureau of 
Medicine and Surgery (BU- 
MED). The Bureau has grown with 
the U.S. Navy to become a large 
organization with diverse functions 
and responsibilities; but at the core, 
many of its tasks can be subsumed 
under two headings — the fiscally 
responsible support of a shore-based 
medical establishment and the medical 
support of the operational compo- 
nents. This is the story of the emer- 
gence of those functions in the early 
Navy and their institutionalization in 
the early years of BUMED. 

In 1775, when the Continental Con- 
gress first commissioned ships, it pro- 
vided for medical support through the 
authorization of a ship's surgeon. In 
1798, with the creation of the Navy 
Department, surgeons were again 
authorized for service on ships. These 
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early surgeons were professional gen- 
tlemen, socially of the officer class, but 
not officers. Congress also provided 
for associates to be appointed under 
warrant, these less well qualified pro- 
viders being designated surgeon's 
mates. Surgeons and surgeon's mates 
were engaged for a cruise and on com- 
pletion of the cruise were discharged 
like the rest of the crew. The young 
republic also made provision for the 
care of seamen ashore through the 
creation of marine hospitals. 

The Marine Hospital Act of 1798 
authorized the deduction of a pre- 
mium from the pay of all seamen, 
naval and merchant marine, for the 
support of hospitals in port cities. (/) 
Care was a perceived social obligation 
and the British experience provided 
the model for provision of that cafe, as 
it did for most naval affairs. 

These straightforward provisions, 



while meeting the immediate needs of 
sailors and ships, had failed to meet 
the needs of the Royal Navy and 
would fail in the U.S. Navy. While 
composed of sailors and ships, navies 
are something more. In navies, ships 
act in geographic concert in squadrons 
and fleets and/ or chronological con- 
cert to achieve national goals over 
time. Navies thus require resupply, 
professional development, profes- 
sional accountability, fiscal respon- 
sibility, and, most importantly, 
coordinated direction. All are best 
ensured by a centralized, hierarchical 
administrative structure. The medical 
support of the Navy also requires all 
these components and so needs a place 
in the administrative structure, but 
initially no such provision was made. 
Until 1815, the Navy was directly 
managed by the Secretary of the Navy 
with the assistance of office clerks. 

NAVY MEDICINE 



After the War of 1812, in which the 
United States experienced great suc- 
cess in single ship actions but had its 
coasts completely blockaded, Con- 
gress created a board of three commis- 
sioners, senior line captains, selected 
to assist the Secretary of the Navy. 
Their great strength was in the area of 
sustaining the sailing fleet. They were 
not favorably inclined toward changes 
in naval technology, either the devel- 
opment of steam power or new arma- 
ments. They had almost no familiarity 
with medicine and surgery and exhib- 
ited no collective, official concern with 
the details of the medical support of 
the fleet. The naval committees of 
Congress managed much of the naval 
activity through both authorization 
and appropriation.^) 

The Navy had begun to recognize 
the limitations of the initial medical 
provisions. In 1801, Congress ac- 
cepted changes in the status of sur- 
geons and allowed them to be paid as 
career employees. When in port, they 
could be on furlough or half-pay 
awaiting orders like ship's officers. 
This would allow the Navy to identify 
and retain qualified and experienced 
physicians as ship's surgeons. In 1804, 
Congress provided for the assignment 
of a surgeon to naval yards under the 
direction of the Captain of the Yard. 
The Navy expected a different stand- 
ard of discipline than the merchant 
marine, and naval personnel hospital- 
ized prior to the expiration of their 
enlistment frequently deserted. 

At the request of the Navy Depart- 
ment, naval personnel were separated 
from the mercantile Marine Hospital 
Service in 181 1 when a separate naval 
Hospital Fund was established. How- 
ever, the difficulties of establishing 
naval hospitals in the naval yards in a 
time of war precluded permanent 
establishment of shore-based hospi- 
tals, and the Hospital Fund was used 
to meet the immediate expenses of the 
Navy in the War of 1812. The Captain 
of the Yard, responsible for all aspects 
of the yard, provided resources to the 
surgeon to hospitalize any member of 
the forces requiring it. Rental space, 
local hospitals, and auxiliary yard 




The 1817 title page of William P.C. Barton's naval medical 
classic; this edition was "purchased by the government, for 
distribution among officials." [Benjamin P. Poors. A Descrip- 
tive Catalogue of Government Publications of the United 
States, September 5, 1774-March 4, 1881. Washington: 
GPO; 1885:115] The resulting discussions shaped the early 
development of Navy hospitals and BUMED. 



buildings were all used at various 
times. The Navy acknowledged the 
expense of providing medical care, but 
neither the Secretary nor the commis- 
sioners had a solution to the rising 
costs. 



As the I820's passed to a close. Con- 
gress increasingly expressed concern 
over the status of hospitals which had 
been funded but never built. (3) Con- 
gressional prompting and supplemen- 
tal funding resulted in the purchase of 
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William Paul Crillon Barton (1786-1856) 
Surgeon, USN, Chief oi the Bureau of 
Medicine and Surgery, 1842-1844. 



land and the building of hospitals in 
various yards. The Hospital Fund was 
exhausted by these capital improve- 
ments. The yard commander was also 
responsible for the supply of ships and 
in the case of medical supplies was 
heavily dependent for advice on the 
surgeon to the yard or the surgeon 
assigned to the ship. The outfitting of 
ships seemed to be a chronic drain on 
supplies. Until 1 828 many physicians 
entered service as surgeons but had 
little or no appreciation of the needs of 
medical service at sea. There was little 
regularity of supply and no sustained 
effort to purchase for more than the 
immediate needs of one vessel. While 
there was a specific amount in the 
annual Department budget for the 
support of the sick, it was seldom 
adequate. 

In 1814, Surgeon William P.C. Bar- 
ton had compiled a study of naval 
medicine in which he suggested 
reforms related to supply and the 
shore establishment.^) The work was 
modified slightly in 1817 and pur- 
chased by the government for distribu- 
tion. It provided a starting point for 
discussions of navy medical reform in 
the years that followed. In 1828, the 
direct appointment of surgeons was 
forbidden and the position of sur- 
geon's mate was abolished. New physi- 
cians for the Navy would be appointed 



as assistant surgeons, who, after 2 
years sea duty and successful examina- 
tion by a board of surgeons, were eligi- 
ble for promotion. Formal examining 
boards were established to select 
assistant surgeons and to provide the 
promotion examinations. The status 
of the assistant surgeon was assumed 
to be the warrant status of the sur- 
geon's mate rather than the gentle- 
manly status of the surgeon. 

In 1828, a new post was created in 
the naval medical establishment — fleet 
surgeon. The fleet surgeon was to be 
the medical officer of the flagship and 
the senior surgeon with the fleet or 
squadron. Since personnel assignment 
was arranged by the Secretary to meet 
a wide variety of needs and requests, 
the two qualifications were not always 
met in one person. The fleet surgeon 
was charged with the supervision of 
the other medical personnel in the 
squadron and was expected to ensure 
adequate experience and educational 
opportunities for the assistant sur- 
geons in preparation for their exami- 
nations to become surgeons. A 
hierarchy was emerging which paral- 
leled the ranks of the officers of the 
Navy; there was increasing profes- 
sional responsibility with higher sta- 
tus. Higher status depended upon 
professional development and service 
experience, but unlike rank, higher 
status did not confer authority to go 
with the increased responsibility. 

Physicians in the naval service 
began to request what was called 
assimilated rank. They would be com- 
missioned as Navy officers with the 
ranks of assistant surgeon, passed 
assistant surgeon (an assistant surgeon 
who had qualified for promotion but 
for whom no billet as surgeon was 
available), surgeon, and fleet surgeon. 
These ranks would be comparable to 
the line ranks from master to com- 
mander and would entitle the holder to 
military authority on medical matters 
and in medical facilities. Line officers 
were strongly opposed to the idea, 
fearing that rank and command were 
too intimately associated to confer the 
former without creating the presump- 
tion of the right to the latter. 



Frequently, Navy captains, includ- 
ing the commissioners, whose status 
would not be affected, were open to 
some form of assimilated rank for sur- 
geons. The issue was not an insignifi- 
cant one. Surgeons pointed to the 
possibilities of desertion and general 
lack of discipline in hospitals where 
they held no military standing. Lack of 
status on shipboard and ashore for 
professional men was also at issue. 
Assistant surgeons were billeted with 
midshipmen because they were con- 
sidered warrant officers. They fre- 
quently had their berthing spaces in 
the bowels of the ship, making it 
impossible for them to read and study 
in their berthing area, and very diffi- 
cult to prepare for their examination 
to become surgeons. They were denied 
the privileges of the wardroom and, in 
general, were not treated as other phy- 
sicians believed their professional sta- 
tus should indicate. However, nothing 
was done to resolve the issue, in large 
part because there was no central 
proponent for change. 

In the 1820's formal instruction was 
begun for assistant surgeons at the 
Philadelphia Navy Yard. (5) Beginning 
in 1823, Surgeon Thomas Harris had 
provided instruction in naval medicine 
and hygiene and operative surgery to 
those assistant surgeons and young 
surgeons who desired it. The Secretary 
made an appropriation, of about $400 
a year, to rent lecture rooms and pur- 
chase cadavers. These courses pre- 
pared the assistant surgeons for their 
exams as surgeons, refreshed surgeons 
who had been on shore duty for their 
return to sea, and, in general, im- 
proved the efficiency of operational 
medicine in the Navy. Annually, be- 
tween three and eight naval medical 
officers attended this course of lec- 
tures, which, after 1829, was combined 
with extramural instruction at the 
Philadelphia Medical Institute, pro- 
viding a form of continuing medical 
education. (6) 

Medical issues were not the domi- 
nant naval issues of the 1830's; critics 
campaigned for reform of the Depart- 
ment based upon the inefficiencies and 
failures of the commission system. The 
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problems of professional status, medi- 
cal supply and hospitals, while part of 
the criticism of the commissioners, 
were not unique to Navy medicine; 
American medicine was in a phenome- 
nal state of flux. This period witnessed 
the rise of several alternative systems 
of medicine — botanical medicine, 
hydropathy, homeopathy — and the 
repeal of laws regulating the practice 
of medicine. Jacksonian democrats 
mistrusted professions and standards 
were difficult to maintain as the popu- 
lation, including physicians, moved 
westward. Traditional theories were 
questioned by medical leaders as well 
as by lay people. Hospitals were 
increasingly suspect places of charity. 
While Navy medicine was spared the 
worst abuses by the examination sys- 
tem of the I820's, it was undoubtedly 
affected. Increasing costs and con- 
cerns about professional esteem com- 
bined with a general dissatisfaction of 
the commission system resulted in the 
creation of the Bureau of Medicine 
and Surgery as part of a reform in 
Navy administration in 1842. 

The new bureau system included 
five bureaus: Yards and Docks; Con- 
struction, Equipment, and Repairs; 
Provisions and Clothing; Ordnance 
and Hydrography; and Medicine and 
Surgery. The head of each bureau was 
selected by the President and acted for 
the Secretary of the Navy. The posi- 
tion of Chief in both Yards and Docks 
and Ordnance was reserved to expe- 
rienced captains of the line; the Chief 
of Construction was to be a respected 
naval constructor and Provisions 
could be either a civilian or a line 
officer. The Bureau of Medicine and 
Surgery was to be headed by a senior 
surgeon. The reorganization was 
passed and signed on 31 Aug 1842 and 
the President appointed t he three com- 
missioners and their chief clerk as the 
first four Chiefs. On 2 Sept, William 
Barton received orders to become 
Chief, Bureau of Medicine and 
Surgery. Barton, second in seniority 
among naval surgeons, was the 
obvious choice since his book of 1814 
was a central document in reform 
discussions. (7) 



Barton had an extraordinarily com- 
plex personality. In 1844, Representa- 
tive Alexander H. H, Stuart of Virginia 
described him, in a speech supporting 
Barton, as having an "artificial and 
involved style" with a "manner and 
style of dress equally unnatural and 
eccentric. "(8) In his first assignment, 
the frigate United States, under the 
command of Stephen Decatur, Barton 
had experienced difficulties of medical 
supply, but Decatur's support had 
solved the problems. With limited sea 
duty, Barton returned to Philadelphia 
and managed, through political and 
professional maneuvering, to remain 
assigned in the Philadelphia area 
through the War of 1812 and for the 
vast majority of his career. In doing so, 
he occasionally offended the sensibili- 
ties of other naval surgeons. Thomas 
Harris, whom he displaced at the naval 
hospital in Philadelphia, arranged to 
have him court martialed and, while 
exonerated, the enmity that remained 
between the two men would affect the 
new bureau. Barton left Philadelphia 
for Washington, abandoning a lucra- 
tive private practice, and complained 
of the financial sacrifices he had to 
make. His salary as Chief, Bureau of 
Medicine and Surgery was $2,500 per 
year, a full thousand dollars per year 
less than the higher paid line officer 
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George Bancroft (1800-1891) American 
historian and Secretary of the Navy, 
1845-46. 



bureau chiefs. He complained of the 
lack of support and personal incon- 
venience, but attempted to master 
every detail personally. 

The duties of the Bureau had to be 
specified and he worked with the 
Secretary to define the scope of the 
new bureau; it was charged with: 

all medicines and medical stores of every de- 
scription used in the treatment of the sick, the 
diseased and the wounded, all boxes, vials, and 
other vessels, containing the same, all diet for 
the sick, all clothing, beds, and bedding for the 
sick, all surgical instruments of every kind, the 
management of hospitals, so far as the patients 
therein are concerned, all appliances of every 
sort used in surgical and medical practice, all 
contracts, accounts, and returns relating to 
these, and such other subjects as shall hereafter 
be assigned to this bureau.(P) 

This was a broad charter, focused on 
medical logistics and administration, 
areas in which both Congress and the 
Secretary felt there were the greatest 
problems. 

The Hospital Fund had, by 1 842, 
accumulated a deficit in excess of 
$50,000. The annual appropriation by 
Congess as part of the naval budget of 
1842 to pay for the direct medical sup- 
port of the Navy was only $30,000 in 
an $8.5 million budget. The physical 
maintenance of hospitals was the 
responsibility of the Bureau of Yards 
and Docks, and separate appropria- 
tions were acquired to support the 
physical facilities, but the entire Navy 
was short of money. Internal econo- 
mies had to be found; Barton began to 
look closely at the Hospital Fund 
receipts and expenses. 

Barton rapidly discovered that the 
single greatest source of lost revenue 
was in the hospitals. Regulations 
allowed that the ration of a sailor con- 
fined to a hospital would be credited to 
the Hospital Fund since the hospital 
was providing the ration. However, 
the hospital had to claim the money 
from the general fund. Many hospital 
surgeons were simply not filling out 
the monthly provision forms to 
arrange for this transfer of funds. In 
October, after only a month on the 
job, Barton was prepared to withhold 
the pay of surgeons who failed to prop- 
erly submit their paperwork. Barton 
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Thomas Harris (1784-1861) Surgeon, 
USN, Chief of the Bureau of Medicine 

and Surgery, 1844-1853. 



documented that one hospital's failure 
to properly administer the claims for 
the Hospital Fund had resulted in loss, 
in just over a year, of over $5,000, 
Barton became increasingly officious 
in his effort to contain costs. Writing 
to the Surgeon at Norfolk in April 
1843: 

Sir; one of your bills is for two thousand one 
hundred and seventy quarts of milk from the 1st 
of July to the 30th of September. You will 
acknowledge that a quart of milk a day is 
enough for a patient on an exclusive diet of milk. 
Allowing your average of sick to be what your 
returns make it, 1 cannot suppose but the usual 
portion are on a milk diet — the residue only take 
the milk in their tea of course. A fourth ofapint 
of milk is quite sufficient for a pint of tea; a half 
pint therefore is enough for a quart of tea a day 
(morning and evening one pint). The milk bill 
presents between 23 and 24 quarts of milk a day. 
The amount therefore appears excessive. Will 
you inform me to what proportion of milk, per 
man, per day, you have allowed in his tea or 
coffee. (1 0) 

This level of micromanagement 
brought Barton severe criticism from 
his colleagues. 

At the same time, his efforts at econ- 
omy began to damage the operational 
mission of Navy medicine. In 1843, he 
brought to the attention of the Secre- 
tary of the Navy that there was no legal 
permission for the Department to be 
running a school for naval medical 
officers. When the Secretary canceled 
Harris' expenditure, he destroyed the 



only military medical educational 
opportunity available in America.(//) 
Barton's need for money to support 
the hospital establishment had dam- 
aged operational medicine; naval sur- 
geons would struggle to regain 
operational education for the next six 
decades. 

In an effort to gain control of the 
activities of surgeons in the fleet and in 
particular to control their requisition 
of supplies, Barton created an impor- 
tant revolution in naval procedures. 
By General Order, on 26 Oct 1842, "the 
medical officers of the Navy will make 
all communications and requisitions 
connected with their duty direct to the 
Chief of the Bureau of Medicine and 
Surgery of this department, and they 
will obey all orders and instructions 
which may be issued by that bureau, in 
which only their requisitions are 
required to be approved and exe- 
cuted. "(12) Barton was clearly trying 
to gain control of medical logistics, but 
he created the possibility of an offi- 
cially sanctioned technical chain of 
command for medical officers. Bar- 
ton's instructions for surgeons did not 
take full advantage of these possibili- 
ties but he requested information on 
health issues in addition to requisi- 
tions. This change was supported 
because it removed line officers from 
immediate responsibility for medical 
supply and centralized accounting for 
medical stores. 

Barton's almost exclusive focus on 
logistics and fiscal responsibility and 
his meddlesome management style 
undermined his support among the 
surgeons of the Navy. His eccentrici- 
ties made it difficult for political lead- 
ers to understand or work with him, 
and in 1844, after several months of 
broad hints through the Secretary of 
the Navy, President John Tyler was 
forced to demand the resignation of 
the contentious Bureau Chief. 

The second chief was Thomas 
Harris, a different personality — con- 
genial, collegia!, a teacher, a gifted 
operator; he had served repeatedly 
aboard ship, having been captured by 
the British while serving as surgeon of 
the Wasp in the War of 1812.(73) He 



consulted with the surgeons and offi- 
cers who would be using them in estab- 
lishing the nature of forms and 
requisitions. He made continued pro- 
gress in regularizing supply and even- 
tually established a Navy Medical 
Laboratory in the Brooklyn Navy 
Yard to procure or produce medicines 
of lower cost and higher quality. He 
worked carefully with the Secretary to 
ensure the fiscal responsibility of the 
Department and expanded the direct 
communication of surgeons to the 
Bureau. Using Barton's order requir- 
ing direct communication, Harris 
began to build a system of reports so 
that standard nomenclature could be 
prepared and standard returns made 
on the sick of the fleets and yards. 
While the need for shore establishment 
administration and better medical 
logistics had driven the creation of the 
Bureau, the knowledge of medical 
conditions in the fleet achieved by the 
direct reports would allow Harris to 
achieve professional credibility in the 
Department and so transform the 
authority of the surgeons of the Navy. 
He continued to campaign for officer 
status and in 1844 obtained an order 
from the Secretary allowing assistant 
surgeons to berth and eat with the 
commissioned officers. 

In May 1846, the United States de- 
clared war on the Republic of Mexico. 
The principal naval task, particularly 
in the Gulf Coast area, was transport 
defense and blockade. As Secretary 
Mason would describe it, "The enemy 
had no Navy and an inconsiderable 
Merchant Marine. Our ships of war 
had, therefore, nothing to contend 
with on their appropriate ele- 
ment. "(14) Blockade duty had always 
been a notorious producer of scurvy. 
The 1747 work of James Lind pro- 
vided basic knowledge concerning the 
treatment of scurvy. During the Napo- 
leonic wars the Royal Navy eliminated 
scurvy through improved logistics, 
providing fresh vegetables and fruits 
to crews on blockade. In 1846, the 
USS Raritan had been on duty in 
South American waters for 2 years 
when she joined the blockade. Her sur- 
geon, Jonathan Foltz, urged the cap- 
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tain to obtain antiscorbutics, but the 
captain made no determined effort to 
secure them; a predictable epidemic of 
scurvy broke out among her crew. 
Among the just over 400 crewmen of 
the frigate, 163 were hospitalized with 
scurvy. Other vessels also had 
cases. (15) The Secretary of the Navy 
was embarrassed by the comments of 
the observers from the British and 
French naval forces on the lack of 
awareness of the problem of scurvy 
among the officers of the U.S. Navy. 
In 1842, Congress had allowed the 
Secretary of the Navy great flexibility 
in the definition of the Navy ration and 
surgeons were tasked to work with the 
Bureau of Provisions and Clothing on 
the appropriate ration. (16) The 
reports of scurvy and the failure to 
utilize available medical knowledge 
convinced Secretary of the Navy 
George Bancroft that there might be 
operational advantages to regularizing 
the status of naval surgeons. 

On 31 Aug 1846, Bancroft issued an 
order providing for assimilated rank. 
Medical officers would rank with line 
officers of comparable seniority from 
mastertocommander,(77) While there 
was line objection, on many ships it 
produced no real change, since the sur- 
geons had been respected by their line 
officer colleagues. The order may have 
changed the attitudes of surgeons who 
felt they could be more vigorous in 




John Y. Mason (1799-1859) Secretary of 
the Navy, 1844-1845 and 1846-1849. 



their efforts to provide preventive 
medicine advice. 

The war ended in 1848. Secretary 
John Mason, building upon Harris' 
data collection from the fleet, issued 
new responsibilities to the surgeons. 
The doctor was given the authority to 
inspect the liquor, water, and provi- 
sions, the care and cleanliness of the 
preparation of food for the crew as 
well as the personal cleanliness of the 
men. Everything that "came within the 
sphere of his knowledge" touching on 
the health and comfort of the ship's 
company was within the naval sur- 
geon's jurisdiction, subject to inspec- 
tion and report to central authority by 
order of the Secretary of the Navy. (18) 
The Navy surgeon, assimilated rank in 
hand, with a technical chain of com- 
mand and operational authority, was 
empowered by the new Bureau. A 
place for medicine in the centralized, 
hierarchical administration had been 
created and the surgeon had become 
part of the Navy through the creation 
of a Navy medical system. The ten- 
sions between the supplying of hospi- 
tals and yards and supporting the fleet 
remained real. Changes in medicine, 
changes in naval technology, changes 
in the international position and 
power of the United States all have 
modified the role of BUMED in the 
past 1 50 years. The essential task made 
possible by the creation of the Bureau, 
balancing fiscally responsible hospi- 
tal-based medicine in yards and shore 
station with the operational require- 
ments of the surgeon in the fleet, has 
been, by and large, a successful one. 
Since the creation of BUMED, this 
balancing has not been a problem to 
solve, but a condition to be main- 
tained. It is a heritage in which partici- 
pants can take great pride and from 
which they may derive confidence for 
the future. 
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Combat Fitness 
Retraining Program 



An Idea Whose Time Has Come 



CDR William W. McDaniel, MC, USNR 



Warfare has become more dangerous and stress- 
ful through the centuries. The weapons of today 
are more destructive, powerful, and accurate 
than any taken to the field before. The dangers to be faced 
and the tools with which they would face them were under- 
stood by the troops of Operation Desert Shield when they 
deployed to the Arabian peninsula. Those involved in 
health care faced that reality when deployed to a war zone, 
too. The consequences for mental health personnel were 
several. 

In every armed conflict where such things were studied, 
regular forces on the ground sustained about one psychiat- 
ric casualty for every three men wounded. (1,2) It has been 
shown repeatedly that the great majority of these were 
normal people overwhelmed by stress.(/-<0 With proper 
treatment, most of these casualties recover completely and 
successfully return to duty. Improperly treated, many may 
sustain permanent psychiatric disability. (1-6) 

The proper treatment for troops suffering from combat 
stress reactions (CSR) is very simple. They need brief, 
immediate rest, out of the immediate danger of battle but 
as near their units as possible, with reassurance that they 
will return to normal quickly, followed by a quick return to 
their units.(2) This type of treatment for 48-72 hours will 
permit about 80 percent of casualties with acute CSR to 
return to duty. (2) 

The remaining casualties were simply evacuated in the 
past. During the I980's, a new echelon of care for CSR 
casualties was conceived for these patients, employing 
group behavioral therapy in a more rear echelon, still 
relatively close to the front. The exact origin of the idea is 
not clear, but the first documented implementation of it 
occurred in 1982 during the Israeli war in Lebanon, where 
three separate echelons of care were used to provide a 
staged treatment response to CSR. (5) The first two levels 



of care utilized the familiar principles of brevity, immedi- 
acy, centrality, expectancy, proximity to unit, and simplic- 
ity, often summarized by the acronym "BICEPS." The 
third unit was intended for the most severe CSR casualties, 
those who did not recover after the treatment of "the two 
former echelons or who came for treatment at a later 
stage. "(4) 

In the new echelon of care, CSR casualties were pro- 
vided treatment in a military milieu with continued empha- 
sis on the idea that the "patients" were normal men reacting 
to an abnormal stress. While still afforded safety, rest, and 
replenishment, they were held to a strict military schedule, 
given lots of physical training and sports activity, and 
offered group and individual therapy on a regular basis for 
up to 2 weeks. With this treatment, about 40 percent of 
even this refractory group of CSR casualties returned to 
full duty.(¥) The unit was called the Combat Fitness 
Retraining Unit (CFRU). 

Navy mental health providers assigned to Operation 
Desert Shield fleet hospitals (echelon III ashore medical 
treatment facilities, or MTFs) were given a free rein in 
adapting the idea to their facilities, and the unit was to be 
called a "CFRP." At Fleet Hospital 5, the first ashore 
echelon III MTF, the model of the Israeli CFRU, was 
followed by letting the acronym stand for "Combat Fitness 
Retraining Program." This approach was appealing be- 
cause of its reliance on treating the troops enrolled in the 
program as normal men exhausted and frightened by 
things that would have that effect on anyone. At least one 
other fleet hospital was using the same approach, adapting 
the Fleet Hospital 5 model to their facility. 

The essential first step in the management of these casu- 
alties is an evaluation. It would necessarily be brief, but 
sufficient to allow reassurance to the distressed casualty 
that he is, in fact, not afflicted by any illness, and can 
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expect to return to full function after adequate rest and 
replenishment. This would replicate the evaluation done at 
earlier echelons of care, but the message of wellness bears 
repeating. It is the one aspect of treatment that has made 
the most difference between helpful and harmful treatment 
of CSR casualties. 

It is also important to identify those casualties who have 
psychiatric illness, as they require different treatment. It is 
important to watch closely for the difference between acute 
and chronic combat stress syndromes because the manage- 
ment and prognosis are different. Rahe's 1988 formulation 
of these two syndromes is the most current and useful. (6) If 
Operation Desert Storm had led to substantial allied casu- 
alties, it would have been the first opportunity to test 
Rahe's formulation in the field. If it is correct, one expects 
differences between the presentation and response to treat- 
ment of chronic and acute CSR casualties too severe to 
remit after 48-72 hours of treatment. The acute cases are 
primarily overwhelmed by the dangers and shocks of com- 
bat, and most recover within 48-72 hours. Chronic cases 
are more likely to have depressive symptoms, and may be 
viewed as being "worn down" by the constant stress of 
battle. Ihe\ typically recover more slowly, and are the 
ones for whom the CFRP was originally conceived. 

As envisioned, the CFRP can handle CSR casualties in 
varying group size, depending on demand, available space, 
and staffing. Patients admitted to the CFRP are given 
space separate from wounded or sick patients. This is 
designed to discourage them from identifying themselves 
as sick or hurt. They sleep on regular cots instead of 
hospital beds. They are given a schedule and are responsi- 
ble for keeping to it. The schedule allows 7 hours of sleep, 
and 3 hours of free time daily. The rest of the schedule is 
structured. Physical fitness and team sports (Fleet Hospi- 
tal 5's compound was well-suited for playing basketball 
and volleyball) are emphasized as ways to foster physical 
courage and self-confidence. Team sports also serve as 
reminders of the value of teamwork, and of belonging to a 
team. Buddy care under medical supervision for any minor 
injuries serves the same purpose. 

Group psychotherapy is used as a way to let CFRP 
members discuss and abreact their battle experiences 
together, in a setting that maximizes the probability of 
consensual validation and mutual support. Staff members 
serve as group facilitators, as symptom monitors, and by 
guiding the program. 

The community meeting is used differently than what is 
typically used on psychiatric wards. It is done with military 
formations, sometimes including uniform inspection or 
close order drill, includes frequent talks by the commander 
(the officer in charge of the program), and includes a 
simple graduation ceremony weekly for those CFRP 
members completing the program to return to duty. It is 
hoped this procedure will foster healthy competition 
among the trainees, and formally confirm for each gradu- 
ate that he is, in fact, recovered and fit for duty. 



The duration of treatment is 7-14 days, and probably 
will be limited by theater medevac policy (which sets the 
maximum allowed length of stay at each echelon of care). 

The third echelon of care for CSR casualties is a tested 
idea, and the principles used in its design worked well in 
their initial test.(^) To our knowledge, the U.S. Navy never 
implemented the CFRP concept until the fleet hospitals 
deployed with Operations Desert Shield/ Storm. There is 
immense tactical value in treating CSR casualties because 
most are able to return quickly to their units and fight. The 
established treatment methods have consistently returned 
about 80 percent of CSR casualties to duty. The echelon 
III CFRP can be expected to perform as well as the Israeli 
model did, returning another 40 percent of the remainder 
to full duty. If the number of casualties in any future 
conflict is high, as could be the case in any modern war, the 
return to duty of about 90 percent of the CSR casualties 
could make the difference tactically, since CSRs should 
account for about 25 percent of total casualties. Even more 
important than this tactical concern, most men and women 
who suffer from CSR can return to useful, productive lives 
when combat is finished. Appropriate management 
improves their chances of doing so. 

Military commanders often ask whether they can trust 
members who return to their units after treatment for 
CSR. The experience from this country's wars is unequivo- 
cal. Men who recover from CSR are again functional 
soldiers. The other question asked as often is whether those 
troops are more vulnerable to another episode of CSR. 
There is only one study we know of that addressed the 
question. It showed that of Israeli soldiers who suffered 
CSR in the 1973 war, and stayed on to fight in 1982, only 1 
percent suffered another CSR.(7) It therefore appears that 
those troops who completely recover from CSR are actu- 
ally less likely to suffer CSR in a later action than other 
troops. 
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View From the Cot 

Patients Opinions of Medical Care 
During Desert Shield/Storm 



CAPT JR. Wheeler, MSC, USNR 
S. Noble 



"W : 



hy does it take me a 
month to return to the 
States with this minor 
wound when they flew me over in 18 
hours?" "I thought the care was excel- 
lent at the front and in the hospital." 
These comments came from patients 
returning from Operations Desert 
Shield/ Storm as a result of a survey 
and personal interviews conducted 
during and immediately after the con- 
flict by the Naval Medical Doctrine 
Center (NMDC) staff, Bethesda, MD. 



Background 

The NMDC staff, charged by the 
Surgeon General with coordinating 
lessons learned, was concerned about 
how the patients felt about their care. 
Hopefully, indicators of successes and 
problem areas in the military health 
service support system could be identi- 
fied and remedied before the surge of 
casualties expected from a mature 
conflict. 

Polling casualties returning through 
the Aeromedical Staging Facility/ 



Flight (ASF) at Andrews Air Force 
Base, MD, from February through 
April 1991, the goal was to hear from 
all casualties who had been in contact 
with Navy health support, regardless 
of the casualty's parent service. A total 
of 1,654 patients responded (or 31.7 
percent of the 7,216 patients evacuated 
from the Kuwait Theater of 
Operations (KTO) by the Armed Ser- 
vices Medical Regulating Office 
(ASMRO)). Patients expressed their 
opinions about where and how they 



On the ground after 
arriving at Andrews 
AFB, a C-141 awaits 
offloading of pa- 
tients from Desert 
Storm. 
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10th ASF flight sur- 
geon confers with 
patient prior to 
transfer to an ambu- 
lance. Below: Flight 
nurses ensure that 
patient records are 
complete before 
transfer from air- 
craft. 



received care, how they were processed 
by the medical evacuation (medevac) 
system, and where they believed their 
personal gear and records were. 

While patients entered the medical 
care "system" in a variety of ways, they 
were not considered in the "medevac 
system" until discharged from a medi- 
cal treatment facility (MTF) and medi- 
cally regulated by ASMRO. They then 
were held in an ASF before and in 
between flights; this waiting period 
could last up to a week and was of 
great concern to a majority of patients. 

Preview of Results 

Overall, most casualties were active 
duty, Army, enlisted, and male, 
although all services, both sexes, and 
officers were represented. While they 
felt they received good care, they noted 
the evacuation procedures were long 
and were concerned about the location 
of their personal gear. Most felt unin- 
formed about their medevac arrange- 
ments or final destination. 

On the whole, patients seemed very 
willing to share their opinions on this 
subject and, in fact, several expressed 




pleasure that someone was willing to 
listen to their opinion. It has been sug- 
gested that filling out the question- 
naire asssisted these returning veterans 
in adjusting to postwar life. 



In-Theater Care 

The importance of "buddy-aid" 
training was revealed when more than 
one-third of the patients noted a 
buddy was the first person to assist 
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Ambulance bus and 
ambulance are 
ready to receive 
offloaded patients. 




when they were injured. Specific ser- 
vice organizations showed slight dif- 
ferences interpretable as having ready 
access to a trained medical provider. 
The largest responses, by service, were: 
Air Force — buddy, Army — buddy 
and medic, Navy — corpsman, Marine 
Corps — corpsman. 

The type of MTF first visited also 
seems to be service specific with 51 
percent of the Marines going to a bat- 
talion aid station (BAS) and 25 per- 
cent to a fleet hospital. Army patients 
were evenly divided between BAS, 
Mobile Army Surgical Hospital, and 
combat support hospital while Navy 
patients went to the fleet hospital 38 
percent of the time and a hospital ship 
18 percent. (In retrospect the selec- 
tions of answers were skewed for 
Marine Corps ground personnel with 
some echelons of other services' care 
facilities included as "other.") All 
echelons of care were used as a first 
MTF, probably due to the locations of 
MTFs, types of injuries, and transpor- 
tation available. 



10th ASF medic monitors patients dur- 
ing bus ride from aircraft to ASF. 



The next level of care tended to be 
more diverse as the care required 
seemed to dictate the treatment facil- 
ity. Army hospitals received 65 percent 
of this level of patient, probably due to 
the volume of Army patients and the 
fact that patients were evacuated 
through Europe with its higher percen- 
tage of Army hospitals. Specifically, 
60 percent and 45 percent, respec- 
tively, of the Marine and Navy 



patients went to a fleet hospital and 85 
percent of the Army patients went to 
their hospitals. 

When the patients were asked to 
select the best description forthe qual- 
ity of care they received since becom- 
ing a casualty, 72 percent said it was 
"very good"and 17 percent said "good" 
(Table 1). Patients were also asked, 
"How would you rate your corpsman/ 
medic care?" Twenty-eight percent 
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said "very good" and 66 percent said 
"good." 

Medical Evacuation 

The initial transportation of pa- 
tients defined and showed a variety of 
vehicles possibly due to the availability 
of aircraft and ground transportation 
and weather factors. Even rental cars 
and a "meatwagon," were used. 

Opinions about the smoothness or 
confusion of the medevac process 
(Table 2) were generally favorable 
given the caveats outlined above and 
comments registered in the open- 
ended questions. Strong concerns 
were registered about the delays 
engendered by a "hopping" system 
when they had flown out in 18 hours, 
treating broken fingers and head injur- 
ies alike (with the total system 
designed around the latter). Patients 
were not routinely informed of what 
was going on and this brought about a 
lot of frustration. Instances of families 
not knowing the whereabouts of the 
servicemember in the medevac sys- 
tem for weeks at a time caused con- 
cern. 

When patients were interviewed at 
Andrews, most had been "in the sys- 
tem" quite a while. Only 47 percent 
said their final destination in the con- 
tinental United States was the same as 
on their orders with 14 percent having 
no orders. An often expressed concern 
was that the patient did not get a 
choice of final stateside destination. 

Personal Effects 

The medevac system doesn't seem to 
do well in keeping an individual's per- 
sonal gear with him as 32 percent said 
they didn't know where it was and 50 
percent said "somewhere in the 
medevac system" (recognizing they 
were answering this question at their 
first entry point into CONUS) (Table 
3)- 

The same holds true for their medi- 
cal record with only 64 percent having 
it with them. (One unfortunate hospi- 
talman recruit who was in the system 
for a lengthy period of time had 
retained only his pay, medical records, 
and ID card. All the rest of his gear 



TABLE 1 




Number of Quality of Care 
Responses 


Percentages* 


1,154 Very good 
267 Good 
134 Fair 
46 Poor 
53 No response 


72.1 
16.7 

8.4 
2.9 


•The percentage is only calculated for responses 








TABLE 2 




Number of Medical Evacuation 
Responses 


Percentages* 


348 Very smoothly 
332 Little confusion 
437 Several time delays 
257 Lots of confusion 
255 Extreme confusion 


21.2 
20.4 
26.8 
15.8 
15.7 


•The percentage is only calculated for responses. 




TABLE 3 




Number of Seabag/ Duffle 
Responses 


Percentage* 


503 Do not know 

239 With me 

780 Somewhere in medevac 

36 Other 

96 No response 


32.3 

15.3 

50.1 

2.3 


•The percentage is only calculated for responses. 



was long gone. Many patients arrived 
with no uniforms, I D cards, pay, medi- 
cal records, or money.) 

Recognizing the importance of the 
chemical/ biological threat at the 
beginning of the war, it is gratifying to 
know 88 percent of the respondents 



felt their training in MOPP protective 
gear was adequate. 

Observations 

In the first part of the survey (ln- 
Theater Care), participants' answers 
reflected the following: 
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• The importance of buddy-aid. As 
the "buddy" was most often the first 
person to assist, the need to continue 
buddy-aid training was emphasized. 

• Casualties used all four echelons of 
care as first and second MTFs. The 
concept of echelons of care is a good 
one; however, experience has shown 
that casualties will use what facility is 
nearest and/ or available. 

• Casualties felt their corpsmen and 
medics gave quality care. These men 
and women should be proud of thejob 
they did and should be recognized for 
being good ambassadors of the health 
support system. 

In the second part of the survey 
(Medical Evacuation), patients indi- 
cated they were not pleased with the 
system: 

Even though the short duration of 
the conflict and the low number of 
casualties did not test the medevac sys- 
tem to its limits, problems still arose 
which are indicative of serious flaws. 
The multistop medevac system, func- 
tional in peacetime, should be reevalu- 
ated for a wartime scenario. A 
tri-service approach, with greater 
emphasis on medical regulating (com- 
munications) and monitoring effective 
patient care, seems to be most appro- 
priate. 

Delays at the ASFs should be min- 
imized due to the minimal levels of 
care available and restrictions on 
ambulatory patient freedom of move- 



ment on the base/ post/hospital. Often 
transient hospitals were viewed by the 

patient as being reluctant to provide 
desired care because of the tentative 
travel schedule of the patient. (The 
importance of qualified service spe- 
cific patient administrators at the 
ASFs was amplified by the number of 
patients reporting lost records, uni- 
forms, personal belongings.) 

One of the more common com- 
plaints — confusion about final desti- 
nation — could possibly be resolved 
with better education of patients in the 
medevac process. Patients complained 
either their final destination was quite 
far from their home of record (and, 
thus, their families), or their final des- 
tination was changed after they had 
notified their families and they had no 
way to reach family members to let 
them know of the change. Better brief- 
ing on the medevac process will not 
change either of the problems but may 
better prepare the patient for dealing 
with them. The monitoring of the 
effectiveness of the system as it relates 
to patient care should be incorporated 
using the TEAM approach. 

In part three of the survey (Personal 
Effects), participants' answers 
reflected the following: 

• The threat of a chemical or biologi- 
cal war in Desert Storm spurred the 
services to train their personnel in the 
use of MOPP gear. Obviously, a vast 
majority of the customers felt comfort- 



10th ASF Casualty Receiving Area at 
Andrews 



able with the training they received. 

• Again, education might help in the 
issue of transporting personal gear. 
Survey participants indicated a high 
level of frustration because they didn't 
know where personal gear was 
located, they didn't understand the 
system, and were afraid that personal 
gear might be lost completely. Under- 
standing the system before entering 
the system might save a great deal of 
frustration and lost gear. 

• Medical records traveling with the 
patient are important to health care 
and for efficient use of health care dol- 
lars. A tri-service policy should be 
written and promulgated to ensure 
medical records remain with the 
patient and are used in his/her treat- 
ment. 

• Total quality leadership (TQL) 
should be incorporated into medical 
regulating, the medevac system, tran- 
sient care facility management and, in 
effect, all aspects of the treatment of 
patients. An excellent base line can be 
provided by the 1 0th ASF at Andrews 
AFB as it functioned during Desert 
Shield/ Storm. 

Conclusion 

This survey was part of a proactive 
effort by the Naval Medical Doctrine 
Center to uncover problem areas in 
patient care during Desert Shield/ 
Storm which might not surface during 
action-officer conferences. 

Patient satisfaction with the care 
received appeared to be high despite 
certain concerns that seem to be in- 
herent in a military mass movement 
system. However, improvements in 
the system appear to be possible 
through the use of existing manage- 
ment tools and should be accom- 
plished before the lessons learned fade 
into history. o 



When this article was written, CAPT 
Wheeler, a member of NDMS TM I0I, Provi- 
dence. RI, and Ms. Noble, a program analyst, 
were assigned to the Naval Medical Doctrine 
Center, Bethesda, MD. 
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Occupational Medicine 

and Training of 

Family Practice Residents 



CAPT Thomas W. Henn, MC, USN 



For several years it has been known that there is a 
severe shortage of qualified, certified occupational 
medicine physicians in the United States. That fact 
coupled with the markedly increased demand fostered by 
social and environmental factors in a technologically and 
industrially sophisticated culture demand this issue be 
addressed. 

A recent article in the Journal of Occupational Medicine 
projects an estimate that about 650 occupational medicine 
specialists were actively practicing at the time of the survey 
and about half are available to the community physician 
for consultation. In 1980 the Graduate Medical Education 
National Advisory Committee panel on preventive medi- 
cine employment estimated that between 2,300 and 3,900 
occupational medicine specialists would be needed by 
1990. However, by 1989 the American Board of Preventive 
Medicine listed only 1,400 physicians as board-certified in 
occupational medicine, leaving a rather large gap to fill. 

It is estimated that 100,000 people die each year from 
occupational-related illness, and there are about 400,000 
new cases of occupational disease per year. The Navy is 
really a large industrialized corporation and thus has all 
the usual and some very specialized exposures to occupa- 
tional-related stressors, e.g., undersea medicine, aerospace 
medicine, nuclear medicine, shipyard exposure, and the 
Marine Corps. Clearly, with billets for only 26 occupa- 
tional medicine specialists and approximately 50 in var- 
ious capacities in the Navy, the majority of clinical 
occupational medicine will need to be done by other pri- 
mary care physicians. The Navy family physician is ideally 
suited to provide a certain level of expertise. 

With the above in mind, the Occupational and Preven- 



tive Medicine Department in conjunction with the Family 
Practice Residency at Naval Hospital, Bremerton, WA, 
began, in 1984, a formal rotation and exposure to this 
speciality geared to the family physician and what he or she 
will be doing in the Navy. Urili?ing the Core Curriculum 
Guidelines in Occupational Medicine for family practice 
residents endorsed by the American Academy of Family 
Practice, the Society of Teachers of Family Medicine, and 
the American Occupational Medical Association, a 1- 
month program, which was mandatory in the third year, 
was implemented. 

The clinical rotations occurred at: 

• Puget Sound Naval Shipyard, WA 

• Naval Undersea Weapons Stations, Keyport, WA 

• Naval Submarine Base, Bangor, WA 

• Washington State Laboratory, Seattle, WA 

The Occupational and Preventive Medicine Depart- 
ment at Naval Hospital Bremerton had six divisions: 

• Occupational Medicine 

• Industrial Hygiene 

• Radiation Health 

• Audiology (hearing conservation program) 

• Preventive Medicine (epidemiology, sanitation, infec- 
tious disease) 

• Occupational Health Nursing 

Occupational medicine was responsible for: 

• Organization of an occupational/ preventive medicine 
department 

• Occupational pulmonary disease 
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Solvents 

Metals 

Impairment, disability, and workmans compensation 

Industrial Hygiene was responsible for: 
Sampling the environment 
Pels and stels 
Workplace monitoring 
NOHIMS project as a tool 

Radiation Health oversaw: 
Radiation health physicals 
Monitoring for radiation 
P-5055 and how to use it 
Radiation health accident drills 

Audiology was responsible for: 
Navy hearing conservation program 
Audiograms and how to read them 
Use of the tympanograms 
Specialized audiology testing 
Demonstration of the MOCAT 

Preventive Medicine oversaw: 

Sanitation 

Water samples, testing, and Water Lab 

Infectious disease 

STDs 

Education and training for the fleet 

Insect and pest control 

Occupational Health Nursing had responsibility for: 
The role of the occupational health nurse 
Medical surveillance and testing 
Role in asbestos, respirator, and hearing conservation 
program 

NIOSH-approved spirometry course 

Quality assurance of medical surveillance programs 

The residents rotated through each division to under- 
stand not only the role of the division but how it inter- 
related with the others to form a coordinated program. 
There was both a didactic and practical portion to each 
rotation. The rotation was supplemented by a basic series 
of 12 I -hour monthly lectures given at noon and covering 
the following: 

• Pneumoconiosis (asbestosis, silicosis, CWP) 

• Hypersensitivity pneumonitis 

• Heavy metals 

• Solvents 

• Pels, stels, and industrial hygiene 

• Occupational noise and the hearing conservation pro- 
gram 

• Is everything a carcinogen? 

• Occupational skin disease (contact dematitis, allergic 
dematitis) 



• Impairment, disability and workmans compensation 

• Practical epidemiology and biostatistics 

• Radiation health in the Navy 

• Preventive medicine in the Navy (epidemiology, infec- 
tious disease, water, food sanitation) 

A printed syllabus was developed and written by several 
of the occupational health physicians and nurses and given 
to each resident as a text. A recommended set of texts were 
provided for those who desired more in-depth reading. At 
the conclusion of the rotation, the residents were asked to 
evaluate the program as to its success in providing a good 
background and set of resources for dealing with occupa- 
tional and preventive medicine in the Navy. 

Conclusion 

There was almost universal and enthusiastic acceptance 
for the rotation from the residents and the faculty. Some 
residents continued to correspond with the appropriate 
division head about problems they were confronting dur- 
ing their assignments after leaving the residency. 

Several residents commented that the rotation should 
have been longer, but in a tightly packed residency pro- 
gram that would have been difficult. Unfortunately, the 
residency was discontinued only after three groups of resi- 
dents but since has been restarted. 

The overall feeling of everyone involved was that the 
rotation was positive and should be considered in the 
rotations of other family practice and primary care inter- 
nal medicine residencies within the Navy, 
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In May and June, Allied forces 
saw two impressive victories in 
the Battles of Coral Sea and Mid- 
way. Midway cost the Japanese plenty 
but not enough to make them close up 
shop. Instead, they were reinforcing 
their forces and establishing military 
facilities. Such enemy activity prompt- 
ed the activation of "Operation 
Watchtower." It was to be the first 
large-scale amphibious landing by 
Allied forces in the Pacific and the first 
American land offensive of the war.(/) 

On 7 Aug, marines landed on Flor- 
ida, Tulagi, Gavutu, Tanambogo, and 
Guadalcanal, Solomon Islands. On 
Guadalcanal, marines landed virtually 
unopposed. The Japanese, taken by 
surprise, had left in a hurry. 

Across the strait, the story was dif- 
ferent. The approximately 7,500 
marines who landed on Florida, 
Tulagi, Gavutu, and Tanambogo 
faced tough resistance from Japanese 
troops. A significant number of casu- 
alties accumulated and a reported 1 
man out of every 10 on Gavutu was a 
casualty.(2) 

With the exception of a few isolated 
nests of snipers, forces had gained con- 
trol of Tulagi, Gavutu, and Tanam- 
bogo by 2200 on 8 Aug despite 



difficulties. Estimated Japanese losses 
were 1,500 killed, 23 captured, and 70 
escaped to Florida Island. (J) Our cas- 
ualties were comparatively small — 8 
officers and 100 enlisted men killed, 
missing or died of wounds, 7 officers 
and 133 men wounded, a total of 248 
casualties in taking the three islands. 
(4) 

Medical personnel accompanying 
Marine units ashore made unceasing 
efforts to get the wounded to safety 
and care for them. Company aid men, 
maintaining a position about 200 
yards behind the front lines, adminis- 
tered plasma and morphine and ap- 
plied dressings and splints. They 
landed closely behind the initial 
assault wave and were the first line of 
Navy medical care. Some waves later, 
battalion aid medical personnel and 
equipment arrived. 

In the initial stages of the campaign, 
battalion and regimental medical sec- 
tions carried only combat medical 
equipment and supplies. These units 
usually consisted of 2 medical officers 
and about 20 hospital corpsmen. 
Upon their arrival, stretcher parties, 
formed largely from rear echelon 
troops, brought wounded back to bat- 
talion aid stations set up about 600 



yards behind the line. They moved for- 
ward as the line advanced. 

The last link in the Navy medical 
care chain was the medical companies, 
each consisting of 6 medical officers 
and approximately 80 corpsmen. 
These companies were divided into 
three sections — collecting and sorting, 
hospital, and evacuation. Collecting 
went inland to battalion aid stations 
and evacuated casualties to the beach. 
They were then loaded aboard boats 
and carried to transports anchored 
offshore which took them to medical 
facilities on nearby islands. Field hos- 
pitals weren't erected in the early 
stages of the campaign because of 
daily aerial bombing and artillery fire. 

Several overall problems hampered 
Navy medicine's effectiveness in the 
initial stages of the Guadalcanal cam- 
paign. One was communication. Pa- 
tient evacuation from beaches was 
often delayed due to a lack of com- 
munication facilities and centralized 
control. Control boats had been pro- 
vided but communication didn't exist 
between them and beach medical sec- 
tions. Problems also revolved around 
the coordination of evacuating ships. 
Medical facilities aboard some ships 
were disproportionately overcrowded 
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compared to others because of a lack 
of coordination. For instance, some 
ships didn't fly the "Mike" flag indicat- 
ing that they could accept casualties. 

Enemy Number One 

Navy medicine also faced several 
challenges once ashore. When forces 
reached the deserted Japanese camp 
on Guadalcanal, on 8 Aug, they found 
a trove of useful supplies and equip- 
ment including food but also an abun- 
dance of refuse. For example, this 
camp, representative of camps else- 
where, swarmed with flies and mosqui- 
toes. This was due in part to conditions 
prevailing in rain forests and the pres- 
ence of latrines full of waste left behind 
by the enemy. Thus, sanitation was a 
major problem. Personnel had to de- 
stroy the latrines and construct new 
fly-proof facilities. In addition, they 
had to find ways to dispose of garbage. 
Burning was ruled out for fear that the 
smoke would be a beacon for enemy 
air forces. 

Such unsanitary conditions invited 
disease; illnesses such as catarrhal 
fever, dengue, and malaria were soon 
evident. Malaria appeared about 2 
weeks after the initial landings. By the 
end of August, 22 (J) men had been 
added to the First Marine Division 
sick list for malaria on Guadalcanal 



and this number climbed steadily. 

A number of factors influenced the 
escalation of malaria cases. For one, 
many men lost or discarded their head 
and bed mosquito nets during landing 
operations leaving them nearly de- 
fenseless. Furthermore, line personnel 
and men were more concerned with 
killing the enemy and avoiding being 
killed than with adhering to preventive 
medicine. Moreover, troops had to 
maintain good mobility and had to be 
able to carry the bulk of their liveli- 
hood on their backs as they roamed 
through the steamy heat and rain. 
Thus, they prioritized their essential 
items and antimosquito equipment 
was not high on the list. 

Hospitals Answer the Call 

Transports and other vessels carried 
wounded to Navy medical facilities 
located on islands behind battle lines. 
Base Hospital No. 2 and Mobile Hos- 
pital No. 3 were already established in 
Efate Island, New Hebrides, and 
American Samoa at Tutuila, respec- 
tively. At the start of the campaign, 
Mobile Hospital No. 4 was being 
erected in Auckland, New Zealand, 
and Mobile Hospital No. 6 arrived in 
Wellington, New Zealand, on 7 Aug. 
Housed in a partially completed 300- 
bed Army convalescent hospital in a 



locality known as Silver Stream, 
Mobile Hospital No. 6 personnel 
received their first patient on 8 Aug. 
Likewise, most hospitals operating in 
the South Pacific received patients 
while they were being erected and 
expanded at a rate to meet the growing 
need for beds. 

Navy Medicine at Sea 

Since the beginning of the war, 
Navy medical expertise saved count- 
less lives at sea. The Guadalcanal cam- 
paign was no exception. USS Solace 
picked up her first load of casualties, 
which came mainly from U.S. cruisers 
shot up in the Battle of Savo Island 
and from Guadalcanal and Tulagi on 
about 16 Aug. Medical consultants 
and staffers sorted the casualties and 
determined which would go to Army 
facilities and which to Mobile Hospi- 
tal No. 4, Auckland, New Zealand. 
Personnel performed sevenJ surgical 
and orthopedic procedures en route 
and 3 days later Solace arrived at 
Auckland. Personnel disembarked the 
360(6) wounded and transferred them 
to the mobile hospital. Solace 
remained in port until 25 Aug and then 
saled for Espiritu Santo. Before the 
end of the Guadalcanal campaign, 
Solace would have made several trips 
like this one. 
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Leaving Guadalcanal, a wounded marine is carried along the 
beach to a ship which will take him to a hospital behind battle 
lines. 
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Navy medicine's presence was vital 
aboard other sea vessels including sub- 
marines as demonstrated in the Makin 
Island expedition of 17 Aug in which 
220 marines, under the leadership of 
LCOL Evans F. Carlson, raided 
enemy shore installations to distract 
the Japanese from American landings 
in the Solomons. After nearly 2 days of 
fierce fighting, the raid proved to be 
successful, for a task force of Japanese 
cruisers, transports, and destroyers en 
route to Guadalcanal changed course 
for the Gilbert Islands. 

The Makin Island raid, however, 
was costly and Marine casualties 
totaled 51, of whom 18 had been 
killed, 14 were wounded, 12 were miss- 
ing, and 7 had "drowned trying to buck 
the surf. "(7) They boarded the subma- 
rines Nautilus and Argonaut and 
headed for Pearl Harbor. There were 
seven wounded aboard each subma- 
rine. CAPT John M. Haines com- 
mented about the Navy medical 
service, ". . . The operations by the 
surgeons [LTs William B. McCracken 
and Stephen L. Stigler] were carried 

A marine wounded in LCOL Evans F. 
Carlson's raid on Makin Island in the 
Gilberts is removed from either USS 
Nautilus or USS Argonaut at Pearl 
Harbor. 
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out under the most difficult circum- 
stances with relatively crude arrange- 
ments. But such was the skill of these 
two surgeons that not a single one of 
the casualties, to my knowledge, sub- 
sequently died. "(8) 

Advance Base Units: 
Acorns, Lions, and Cubs 

The establishment of advanced base 
units was first considered in 1 941 in 
connection with the Lend-Lease pro- 
gram and the development of bases in 
the Western Hemisphere. But when 
war broke out, the material and equip- 
ment assembled for Lend-Lease bases 
were diverted and shipped overseas. 
As a security measure late in 1941, 
these bases were given code names 



while they were being assembled. De- 
stroyer bases were called Lions and 
seaplane bases Cubs. A Lion was a 
unit designed to provide all necessary 
services, including medical and hospi- 
tal, for an advanced base of 50,000 or 
more men. Cubs were designed to 
serve smaller advanced bases. Some- 
times a scion from a Lion became a 
Cub. In addition, there were Acorns, 
highly mobile units that provided 
shore-based aircraft groups in 
amphibious forces and advance bases 
with necessary support and services 
upon landing in combat zones. The 
medical component of Acorns pro- 
vided a 100-bed mobile dispensary 
which was divided into two echelons. 
Lion One, under the command of 





This photograph of American POW's at Bilibid was taken in 
August for propaganda. CAPT L8, Sartin, MC,(T) was the 
prison hospital's first commanding officer and CDR T.H. 
Hayes, MC,(2) succeeded him. Many of the men in this pic- 
ture, including Dr. Hayes, died on prison ships. 



CAPT J.E. Boak, was commissioned 
at Moffett Field Naval Air Station, 
CA, on 1 5 July 1942. CAPT Lucius W. 
Johnson, MC, was in charge of its 
medical department. The medical unit 
was organized much like a medical 
division afloat with department heads 
having latitude in planning and all 
plans being coordinated by the divi- 
sion commander. Navy reservists com- 
prised the majority of the unit's 
officers. 

Lion One medical personnel per- 
formed diverse tasks including sick 
call, transferring patients to the Mare 
Island Hospital, providing dental ser- 
vices, doing physical and mental 
examinations, and lecturing Lion One 
personnel about their mission and 
related policies. Because the medical 
unit would be divided into possibly 
three hospitals and several dispensa- 
ries once overseas, medical personnel 
received special training in groups on 
the rapid handling of shock, transfu- 
sions, and burns. All hands were also 
trained in first aid and many took 
courses in gas warfare, small arms, and 



antiaircraft. Medical and dental offi- 
cers had to qualify as first aid instruc- 
tors and hospital corpsmen received 
training in several other areas such as 
operating room techniques and anes- 
thesiology. 

Cub One was also organized at NAS 
Moffett Field, CA, on 15 July. Its hos- 
pital section was staffed with 27 medi- 
cal officers, 3 Hospital Corps warrant 
officers, 200 enlisted personnel, and 
equipment and supplies for establish- 
ing a 200-bed hospital facility. On 21 
July, Cub One sailed for Espiritu 
Santo, New Hebrides, and imme- 
diately began landing operations upon 
arrival on 11 Aug. Within the first 48 
hours, the majority of the hospital 
supplies had been brought ashore. 
Personnel began erecting living quar- 
ters and shelter for the landed gear and 
subsequently CAPT Joel J. White, 
MC, commanding officer, selected a 
site for the hospital. The site, gently 
sloping terrain about 20 feet above sea 
level, oval in shape and approximately 
100 yards in depth by 400 yards in 
length, was considered most suitable 



for establishing a sick bay because it 
was near the center of operations and 
could be well camouflaged from air 
and sea. 

To meet the medical needs of those 
in intense combat to the north of the 
hospital camp, CAPT White, 6 medi- 
cal officers, 1 warrant officer, and 40 
corpsmen transferred to these areas. 
At 6-week intervals members of this 
group rotated with those at the hospi- 
tal to reduce hardships. On the 15th 
day ashore, 35 men, many seriously 
burned, were brought to the hospital 
from a surface vessel. They were 
housed in the only erected quonset hut 
and a hospital tent. The hospital's first 
fatality was among this group, a coma- 
tose man suffering from third degree 
burns and blast injuries. The hospital 
compound expanded as the need for 
beds grew. 

Bilibid 

Navy medical personnel at Bilibid 
Prison in the Philippines were hard at 
work operating the hospital they had 
established there in June 1942. On 2 
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July, 1,277 prisoners captured at Cor- 
regidor arrived at Bilibid. (9) Hospital 
personnel immediately began classify- 
ing them as not sick at all, light sick, 
and heavy sick. Two hundred and 
eighty members of this Corregidor 
group were classified as patients. This 
brought the patient census to about 
1,040. Navy medical personnel who 
came over with the group from Cor- 
regidor assisted the hospital staff. Sub- 
sequently, the majority of them were 
added to the hospital roll raising its 
staff total to about 200. The Corregi- 
dor Navy medical group brought with 
them many critically needed supplies 
and medicines including a dental out- 
fit, operating table, and X-ray 
machine. 

Army and Filipino nurses came 
from Corregidor as well. The Army 
nurses had been sent to Santo Tomas 
internment camp where the Navy 
nurses captured at Canacao were 
interned. The Filipino nurses 
remained at Bilibid, but like many 
other Filipino prisoners, they were 
soon released home. A few days after 
the group's arrival, the Japanese trans- 
ferred about 500 to other internment 
camps, most of them going to the one 
in Cabanatuan about 60 miles north of 
Manila. 

All American internees suffered 
from malnutrition and nearly all had 
one or more maladies, such as dysen- 
tery, beri-beri, malaria, gunshot 
wounds, bone fractures, contusions, 
tuberculosis, scurvy, dengue, xeroph- 
thalmia, jaundice, and hypoproteine- 
mia (JO) syndrome with varying levels 
of bodily damage due to protein defi- 
ciency in diet. 

Periodically members of work de- 
tails came to Bilibid. They suffered 
from malnutrition, dysentery, ma- 
laria, and other diseases. They told 
stories about the adverse living condi- 
tions and brutal treatment that pre- 
vailed in the work camps. 

Although Navy medical personnel 
at Bilibid were not usually assigned to 
work details, they were not exempt 
from brutal treatment by their captors. 
According to LCDR Hjalmar A. 
Erickson, MC, some common Japa- 
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A prewar postcard view of Bilibid. 



nese torture methods were the water 
and hot plate treatments. When a pris- 
oner received the water treatment, 
Japanese guards would ram a rubber 
tube down his throat as he lay on the 
ground. Then when the water came 
out through the pores, the guards 
would remove the tube and jump up 
and down on the man's bare stom- 
ach^//) A prisoner receiving the hot 
plate treatment was forced to strip and 
stand on a wet metal plate. Then Japa- 
nese soldiers would prick his flesh with 
electrically-charged wires, (72) 

Medical personnel made several 
improvements at the Bilibid hospital. 
They fixed roofs, plumbing fixtures 
and electric light outlets, constructed 
open latrines, and set up a galley, 
operating room, X-ray dark room, 
and a special diet kitchen to prepare 
any extra food (13) for gravely ill pa- 
tients. 

Nurses at Santo Tomas 

Army nurses captured at Corregi- 
dor joined the 1 1 Navy nurses, who 
had been stationed at U.S. Naval Hos- 
pital Canacao, at the University of 
Santo Tomas, The university, consist- 
ing of about 50 acres and several build- 
ings, was one of three civilian 
internment camps set up by the Japa- 
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nese on Luzon. It was the largest of the 
camps and served as a model for a 
camp later set up at Los Banos. In 
addition to the nurses, there were 
about 4,500 internees. The Army 
nurses were housed in the Santa Cata- 
lina dormitory near the hospital and 
assumed administration of the hospi- 
tal. 

The Navy nurses had been interned 
there since March. When they arrived, 
they found a little hospital housed in 
what had been a mechanical engineer- 
ing building. Lacking beds, patients 
brought their own. Internees worked 
daily for 2-4 hours and then stood in 
line for food. Nurse Dorothy Still 
Danner recalled how some internees 
were fortunate to have food and other 
items tossed over the fence to them. 
"There were those who had servants 
and the servants would bring them 
cooked food in these little containers 
, . . we'd see everything from mat- 
tresses to bedsteads to the whole bit 
going over the fence. "(14) 

Santo Tomas was a unique camp in 
that an executive committee made up 
of internees presided over the internal 
affairs of the camp. This internal 
governing body consisted of five or six 
members and a chairman. In addition, 
the camp's commandant and guards 
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The 11 Navy nurses who had been stationed at USNH Cana- 
cao, P. I., were interned at the University of Santo Tomas, one 
of the three civilian internment camps set up by the 
Japanese. 



were Japanese businessmen instead of 
members of the Japanese Army. "They 
[the guards] were not like the guards in 
the POW camps. In fact, they would 
be out there playing with the kids. 
They seem to have a liking for chil- 
dren. They would play ball with them 
. . . some of them would take the 
youngsters out and buy them candies 
and ice cream . . ." said nurse Danner. 
(15) 

Elsewhere 

As activity in the South Pacific 
escalated, so did Navy medical activity 
elsewhere. Hospitals along the west 
coast were taking additional measures 
to ensure that there would be adequate 
space and care available to the many 
wounded expected to be brought state- 
side as the Guadalcanal campaign con- 
tinued. To ease the load on west coast 
hospitals, U.S. Naval Hospital Oak- 
land, CA, was commissioned on I 
July. In addition, Mobile Hospital No. 
5 had been commissioned in May and 
was transferred to Noumea, New Cale- 
donia, on 26 Aug. Mobile Hospitals 
No. 7 and No. 8 were commissioned on 
9 July and 21 Aug, respectively, and 
personnel were undergoing final train- 
ing and preparations for duty overseas 
in the Pacific theater. 



Other facilities were commissioned 
elsewhere. Hospitals were established 
in Balboa, C.Z., and Seattle, WA, and 
a 325-bed dispensary was commis- 
sioned at the U.S. Naval Base, Rose- 
ncath, Scotland, on 24 Aug. 
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Everyday clinical practice indi- 
cates that a significant number 
of service men and women re- 
ferred for evaluation to military men- 
tal health clinics exhibit varying 
degrees of character pathology. Indi- 
viduals with personality disorders 
have significant difficulty adjusting to 
military life. Their limited coping skills 
are overwhelmed by the demanding 
and stressful environment leading to 
anxiety, dysphoria, acting-out, and 
self-destructive behaviors. Individuals 
with more severe personality disorders 
do not usually respond to the leader- 
ship, discipline, counseling, and thera- 
peutic measures available in a military 
setting. Their prognosis for adjust- 
ment is extremely poor. The longer 
they remain in the military, the greater 
the drain on their commands' adminis- 
trative, financial, medical, and legal 
resources. 

Administrative separation from the 
service seems to be the best solution 
for those individuals with severe per- 
sonality disorders and serves the best 
interests of their commands as well. 
Therefore, early detection and accu- 



rate assessment of the severity of 
pathological personality traits are the 
most important steps in reducing the 
personal, financial, and military costs 
associated with the management of 
individuals with severe personality dis- 
orders. 

Despite the importance of this issue, 
there is a lack of systematic research 
on personality disorders in the mil- 
itary. In this study, the personality 
profiles of young service men and 
women referred for psychiatric evalua- 
tion were assessed using a structured 
diagnostic interview, and the relation- 
ships between pathological personal- 
ity traits and some specific behavioral 
problems were analyzed. 

Subjects and Methods 

Fifty young enlisted U.S. service 
men and women who were referred for 
psychiatric evaluation to the Mental 
Health Clinic at U.S. Naval Hospital, 
Naples, Italy, volunteered to partici- 
pate and were randomly assigned as 
subjects for the study. In order to 
achieve a more clinically homogene- 
ous sample and avoid the influence of 



"state" factors on the assessment of 
personality, those patients with major 
psychiatric disorders (including psy- 
chotic, affective, and organic dis- 
orders) were excluded from the 
study. (1-3) Most of the subjects were 
young (mean age 21.8), single, Cauca- 
sian males. Forty-eight were Navy per- 
sonnel, two were marines. Sixty-six 
percent had high school education 
(N=33), 14 percent did not finish high 
school (N=7), and 20 percent had some 
college education (N=10) (Table 1). 

Each subject, after giving his or her 
informed consent, completed a self- 
administered research questionnaire, 
which included questions regarding 
personal, family, and marital issues; 
military service; current emotional 
problems; alcohol and drug abuse; and 
self-destructive behavior. Additional 
data were obtained from health and 
service records as well as other avail- 
able sources. The personality profile of 
each subject was evaluated using the 
Personality Disorder Examination 
(PDE), a structured diagnostic inter- 
view developed by Loranger et al(4) 

The PDE is based on the DSM- 
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TABLE 1 

CHARACTERISTICS OF 


SUBJECTS 


% 


VARIABLES 


(M= 


= 50) 


n 




SEX 
MALE 

FEMALE 






46 

4 




92 

8 


ETHNIC 
WHITE 
BLACK 
OTHER 






39 
10 

1 




78 

20 

2 


MARITAL STATUS 
SINGLE 

MARRIED 
SEPARATED/DIVORCED 




37 
8 
5 




74 
16 

10 


EDUCATION 
<12 YRS 
=12 YRS 
>12 YRS 






10 
33 

7 




20 
66 
14 


SERVICE 
NAVY 
MARINE CORPS 






48 

2 




96 
4 


AGE 

(MEAN) 








21. 


8 





II1-R diagnostic criteria and covers all 
13 personality disorders. Based on the 
results from the PDE, subjects were 
divided into two groups. The first 
group consisted of 34 subjects who met 
the criteria for at least one personality 
disorder ("D" group). The second 
group consisted of 16 subjects who did 
not meet the full criteria for any per- 
sonality disorder, although they may 
have endorsed some personality dis- 
order traits ("T" group). Behavioral 
problems such as disciplinary difficul- 
ties, alcohol abuse and suicidal behav- 
ior, and personality profiles were 
compared for the two groups. 

Results 

Demographic Characteristics. The 

comparison of demographic charac- 



teristics of the two groups revealed 
that the subjects with personality dis- 
orders were more often unmarried and 
black than the subjects with no person- 
ality disorders, but these differences 
were not statistically significant. No 
other demographic variables discrimi- 
nated between the two groups (Table 
2). 

Family Background. Although the 
rate of family disruption (separation, 
divorce, death, multiple parents, foster 
care, etc.) was high in both groups, the 
subjects with personality disorders 
more often than subjects without char- 
acter pathology reported the presence 
of alcoholism, psychiatric disorders, 
and violence in their families of origin, 
as well as histories of physical and/ or 
sexual abuse in childhood (Table 3). 



Personality Profile. The inspection 
of personality profiles showed that 24 
of the 34 subjects with character 
pathology (70 percent) met DSM-III- 
R criteria for more than one personal- 
ity disorder. There was a mean of three 
personality disorders per subject in the 
"D" group. The most common person- 
ality disorders were: borderline, 68 
percent (N=23); avoidant, 47 percent 
(N=I6); and dependent, 38 percent 
(N=13)(Table4). 

The most common specific person- 
ality traits were: chronic feelings of 
emptiness or boredom, 74 percent 
(N=25) and affective instability, 65 
percent (N=22) (both borderline); in- 
ability to tolerate breaking up of a 
close relationship, 53 percent (N=18) 
(dependent); and sensitivity to criti- 
cism ordisapproval, 47 percent (N=16) 
(avoidant) (Table 5). 

Behavioral Characteristics. Service 
Adjustment: Difficulty adjusting to 
military life was reported by 85 percent 
of subjects with personality disorders 
(N=29), while only 50 percent of sub- 
jects without personality disorders 
reported such difficulties (N=18). Dis- 
ciplinary problems were reported by 
35 percent of subjects with personality 
disorders (N=12) vs. 25 percent of sub- 
jects without character pathology 
(N=4) (Table 6). 

Depressive Symptomatology: The 
subjects with personality disorders 
endorsed much more severe depressive 
symptomatology than the subjects 
without personality disorders. They 
more often complained of depressed 
(71 percent vs. 37 percent) and hope- 
less (41 percent vs. 25 percent) feelings 
and more often admitted to suicidal 
behavior in the past (24 percent vs. 19 
percent). They also reported more fre- 
quent suicidal behavior in their fami- 
lies (26 percent vs. 10 percent) (Table 

7). 

Alcohol Abuse: The subjects with 
personality disorders reported heavier 
alcohol use, as evidenced by more fre- 
quent drinking and higher number of 
drinks per sitting, and as a result 
required treatment for alcohol more 
often than subjects without personal- 
ity disorders (Table 8). 
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Discussion 

The results of this study clearly 
show a high rate of severe character 
pathology among young service men 
and women referred for evaluation to 
a military mental health clinic. In this 
sample, 68 percent of patients referred 
for evaluation of various emotional 
and behavioral problems met the 
DSM-II1-R diagnostic criteria for at 
least one personality disorder (N=34). 
The majority of those, 70 percent (24 
of 34), demonstrated more than one 
personality disorder. 

Individuals with pathological per- 
sonality traits such as emotional 
instability, inability to function inde- 
pendently, and sensitivity to rejection 
respond to the stressful and demand- 
ing military environment or to inter- 
personal crises with dysphoria, 
anxiety, feelings of hopelessness and 
helplessness, and eventually suicidal 
behavior. In this sample, a significant 
number of subjects reported marked 
dysphoria (71 percent), hopeless feel- 
ings (41 percent), and recent suicidal 
behavior (35 percent). 

Suicide is the third most common 
cause of death in the military. (5-7) 
Several recent studies (8-12) have sug- 
gested a relationship between charac- 
ter pathology and suicidal behavior. 
Previous studies (11,12) have found 
that the most "lethal" combination of 
traits were chronic feelings of empti- 
ness or boredom (borderline) accom- 
panied by a sensitivity to rejection 
(avoidant), two common personality 
traits among our subjects. 

Another common problem related 
to character pathology is alcohol 
abuse. Although the level of alcohol 
abuse among all subjects in our sample 
was high, those in the character dis- 
order group reported much heavier 
drinking. Alcohol abuse among this 
group may be the result of an attempt 
to cope with a stressful military envir- 
onment. Several subjects in the per- 
sonality disorder group reported a 
significant increase in their consump- 
tion of alcohol after enlistment and 
cited their need to "relax" and "forget 
problems" as reasons for drinking. 
This alcohol abuse frequently led to 
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TABLE 5 

THE MOST COMMON SPECIFIC 

PERSONALITY TRAITS IN SAMPLE 

(N=34) 

SPECIFIC PERSONALITY TRAITS NUMBER 


% 


CHRONIC FEELING OF EMPTINESS 

OR BOREDOM (BORDERLINE) 25 


74 


EMOTIONAL INSTABILITY (BORDERLINE) 22 


65 


SENSITIVITY TO CRITICISM 

OR DISAPPROVAL (AVOIDANT) 16 


47 


DEVASTATED WHEN CLOSE 

RELATIONSHIPS END 

(DEPENDENT) 18 


53 
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multiple disciplinary problems which 
exacerbated feelings of hopelessness 
and failure. 

Since severe character pathology 
frequently combined with alcohol 
abuse precludes a good adjustment to 
the military, individuals with severe 
personality disorders should be ex- 
peditiously separated from the service. 
Derrer and Gelles (13) have recom- 
mended several practical steps to im- 
prove the process of "unloading the 
walking wounded." Our findings sup- 
port their recommendations for a 
more stringent screening standard 
during recruitment. A screening 
procedure which would specifically 
focus on family history of alcoholism 
and psychiatric disorders, and history 
of childhood sexual and physical 
abuse would likely provide powerful 
predictors of adjustment to military 
life. 

The development of a simple, self- 
administered screening instrument for 
personality disorders could greatly 
assist recruiters and medical personnel 
in the selection process. For those indi- 
viduals already in the service, early 
detection and assessment of the sever- 
ity of character pathology should be a 
crucial task for military mental health 
professionals. Among the several 
recently introduced instruments 
designed to evaluate personality char- 
acteristics,(^/<i5) the PDE de- 
veloped by Loranger and his 
coworkers (4) seems to us to be the best 
suited to military populations. 

Early detection of character pathol- 
ogy and expeditious separation from 
the service would prevent the further 
deterioration of individuals with per- 
sonality disorders which leads to the 
depletion of scarce financial and man- 
power resources and frequently to 
tragic loss of life. 

In spite of the limited size of this 
sample and its preselected nature, the 
results of this study appear to support 
the following final conclusions: 

• that significant numbers of service 
men and women referred for evalua- 
tion to military mental health clinics 
exhibit.severe character pathology, 

• that among several environmental 
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factors, a history of physical and/ or 
sexual abuse in childhood and a family 
history of alcoholism and psychiatric 
disorders are the most powerful pre- 
dictors for the development of severe 
personality disorders, 
• that alcohol abuse frequently com- 
plicates the clinical picture of per- 



sonality disorder in young military 
subjects and contributes to the severity 
of their psychopathology, and 
• that the early detection of severe 
character disorder could enable mil- 
itary authorities to expeditiously dis- 
charge vulnerable individuals and 
reduce the suicide rate in the military. 
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Suicide Prevention 

A Case Study Analysis 



LCDR Sonia R. Menenberg, NC, USN 
LCDR David A. Munson, NC, USN 



Medical personnel are on the "front line" when 
their help is sought by a person faced with an 
overwhelming problem. What is the most ef- 
fective way to respond to the person who appears suicidal? 
A clear understanding of suicide is essential in order to 
provide appropriate assistance. Using a case study 
approach, this article reviews the following aspects of sui- 
cide: incidence, myths, warning signs, questioning tech- 
niques, indicators of high risk, and the impact of suicide on 
survivors. 

Incidence of Suicide 

Suicide is ranked as the eighth leading cause of death in 
the United States. In 1989 alone, there were approximately 
30,000 reported cases of death by suicide. A hidden yet 
significant factor is that the number of suicide attempts is 
8-15 times greater than the number of completed suicides. 
Thus a conservative estimate of attempted suicides would 
approach a minimum of 300,000 people. Suicide is the 
third leading cause of death among 15-to 24-year-olds and 
is surpassed only by accidents and homicide. This age 
group represents the largest source of manpower for the 
military. Death by suicide is the third leading cause of 
death in the military. Psychiatric disorders, which are 
often predictors of suicidal behavior, are the second lead- 
ing cause of hospital admission among Navy personnel. 
Finally, there were 318 reported cases of suicide in the 
Navy between 1986 and 1990. 

Case Study 

A 20-year-old single male, SA/N/AD, with 14 months 
military service was referred to psychiatry after ingestion 
of 20 cold tablets in a suicide gesture. He reported a 
3-month period of increased stress, difficulty getting along 
with shipmates, recurring thoughts of suicide, and pro- 
found feelings of despair. He described his childhood as 
chronically unhappy due to a learning disability that had 
only worsened with time aboard ship. He felt ridiculed by 
his shipmates and became more socially isolated. He 



received captain's mast for having fallen asleep on watch 
and was subsequently restricted to the ship. He later 
reported increased sleeping with disturbing dreams, weight 
loss of 10 pounds in 1 month, difficulty concentrating, 
general disinterest in life, fatigue, feelings of helplessness, 
and persistent thoughts of death. He reported drinking a 
six-pack of beer nightly. He described his mood as increas- 
ingly irritable and "felt like I was a nobody." He had one 
prior suicide attempt at 18, when he jumped from a moving 
motor vehicle. He had recently thought of cutting his wrist 
and jumping overboard. Instead, he decided to overdose 
on cold pills. Ambivalent about his action, he told a friend 
who sought help from the ship's corpsman. 

This case study exemplifies many of the common fea- 
tures of people who attempt suicide. The person was 
unable to see his life predicament as temporary and lost his 
perspective. His low self-esteem led to his belief that he was 
worthless. Interpersonal difficulties contributed to isolat- 
ing behaviors which in turn prevented help from available 
support systems (family and friends). His dislike for the 
Navy and shipboard life added to his sense of isolation and 
aloneness. Legal problems intensified his feelings of 
despair, helplessness, and hopelessness and resulted in yet 
another attempt of suicide. 

Myths 

There are many misconceptions that may interfere with 
recognizing someone at risk for suicide and taking preven- 
tive action. Examples of such myths and corresponding 
facts are: 

Myth: People who talk about suicide won't attempt 
suicide. 

Fact: Research reveals that more than half of suicide 
victims had "given a hint of their suicide to somebne at 
some time, and one-third made an obvious suicidal threat." 

Myth: Suicide is a crazy act only done by insane people. 
Fact: The decision to kill oneself may be based on 
rational thinking. 
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Myth: Talking about suicide may encourage a person to 
try it. 

Fact: Most people who are suicidal are grateful to dis- 
cuss the issue. Avoiding talking about suicide may rein- 
force to the depressed person that no one truly cares. 

Myth: People who attempt suicide just want attention. 
They don't really intend to kill themselves. 

Fact: A suicide gesture or attempt is often a "dress 
rehearsal" for the real event. Unless the person's actions or 
thoughts are actively addressed, the consequences could be 
fatal. 

Myth: Once a person decides to commit suicide, nothing 
can stop him or her. 

Fact: Most people who are considering suicide are am- 
bivalent about dying. 

Warning Signs 

What signs might indicate that someone is contemplat- 
ing suicide? Most often, people who attempt or complete 
suicide leave a long and "muddy trail." Rarely is there a 
clear cause and effect, but several warning signs may indi- 
cate someone is at risk for committing suicide. This 
includes: 

• Direct or subtle expressions of a desire to die, i.e., "I'm 
finishing up a lot of projects, I won't need these things 
anymore; You go ahead without me." 

• Making final preparations, i.e., making a will. 

• Social withdrawal. 

• Depression, which may develop from a perception of 
personal failure, a sense of inadequacy, loss of status or 
occupation, disfiguring or terminal illness, loss of family or 
significant others through death, separation, or divorce 
(see Table 1). 

Substance Abuse 

How does a history of alcohol and/ or drug use put a 
person at higher risk for suicide? Coben and Palinkas of 
the Naval Health Research Center, San Diego, CA, believe 
that "Alcohol may be used as an emotional painkiller. 
People may rely on the effects of alcohol to relieve feelings 
of depression, anxiety, hostility, and inferiority, all of 
which can reflect underlying patterns of insecurity, rage, 
and guilt which often go unrecognized." The use of alcohol 
and/ or drugs may result in a decrease in a person's impulse 
control and exacerbate or precipitate a depression. Also, 
the combination of alcohol with other drugs may be fatal. 

Case Study 

A 24-year-old married male, LTJG/N/AD, Naval 
Academy graduate, with 2 l /i years active duty service, was 
referred to the Psychiatry Service after having attempted 
suicide in which he cut his wrist, both longitudinally and 
transversely. His performance under his first commanding 



officer had been excellent. When a new commanding offi- 
cer reported aboard, the individual's collateral duties sig- 
nificantly increased. Despite working extra hours, he felt 
the commanding officer was extremely critical of his per- 
formance. On the day of admission, he was disciplined for 
a safety accident involving one of his subordinates. He was 
informed that he was "in hack" and was restricted to the 
ship. While filling out the accident report, he became 
increasingly despondent and decided to "end it all." He 
believed that his wife would receive his insurance money 
after his death. He then cut his wrist but was found by a 
warrant officer and taken to the medical department. 

Three weeks before this incident, the member had an 
argument with his wife. He then attempted to asphyxiate 
himself in his garage. His wife found him, turned the car 
off, and took the keys away from him. They did not 
discussed what had occurred and he did not seek psychiat- 
ric intervention. Upon admission to the psychiatric ward, 
he acknowledged being overwhelmed with stress. He was 
unable to concentrate and admitted interpersonal difficul- 
ties with his family and shipmates. Additionally, he had 
multiple financial problems. His symptoms of depression 



TABLE 1 

Symptoms of Depression 



1. Changes in appetite leading to a significant in- 
crease or decrease in weight. 

2. Sleep problems including hypersomnia, diffi- 
culty falling asleep, frequent awakening, or early 
morning awakening. 

3. Decreased energy. 

4. Decline in personal appearance. 

5. Feelings of worthlessness or guilt. 

6. Decline in work performance. 

7. Difficulty concentrating. 

8. Anhedonia — loss of interest in things that are 
normally pleasureable, such as hobbies or sports. 

9. Absence of future plans. 

10. Recurrent thoughts of death or suicide. This may 
become a major theme in the person's conversations. 

1 1 . Alcohol or substance abuse. 
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included sleep disturbance with initial insomnia, frequent 
awakening, and increased appetite with weight gain. 

This case study illustrates the significance of an interper- 
sonal conflict as a contributory factor to a suicide attempt. 
Suicide can be described as either one of two wishes: the 
wish to die or the wish to kill (punish oneself or revenge). 
The member described a dissatisfaction in his relationships 
with others (family, shipmates, Navy). Criticism by his 
commanding officer resulted in the member feeling 
dejected. His past history or overachievement was based 
on an attempt to compensate for feelings of low self- 
esteem. His rigidity and difficulty coping with perceived 
failures (loss of status and recognition) resulted in his 
impulsive suicide attempts. 

What then are some questions you need to ask to deter- 
mine if an individual is considering suicide? (see Table 2) 

Indicators of High Risk 

Mental health professionals have found that a personal 
or family history often reveals high-risk factors for suicide. 
Determination of appropriate treatment during a suicide 
evaluation requires eliciting the person's feelings and 
thoughts while placing them in the context of demographic 
and social risk factors. The risk increases if there is a family 
history of a suicide death, depression, or manic-depressive 
illness (bipolar disorder). Previous suicide attempts are the 
best predictor of high risk for suicide. Research indicates 
that approximately 40 percent of people who commit sui- 
cide have made a prior attempt. The risk of death by 
suicide is greater if prior attempts involved a high degree of 
lethality such as by hanging, gunshot wounds, or jumping 
from a high place. 

Impact on Survivors 

A suicide attempt or a completed suicide has a signifi- 
cant adverse impact on the survivors. Families, friends, 



TABLE 2 
Questions to Ask the Potentially Suicidal Person 

1. Ask if he or she has had recent thoughts of 
suicide. If so, find out about their intentions. 

2. Ask if they have a plan and determine its nature. 

3. Find out if they have a readily available way to 
kill themselves, such as pills, razor blades, or a gun. 

4. Determine what the person perceives are his or 
her available support systems. 

5. Ask the individual to make an agreement to 
seek additional medical help if they feel suicidal. 



and coworkers are faced with their own doubts, anger, and 
guilt in addition to their loss. The suicide event may mag- 
nify for people their own stress, both occupational and 
personal. Also, the suicide event may be perceived by 
coworkers as evidence that the military (or "the system") 
does not take care of its own people. 

Summary 

What should you do if you feel someone is at risk for 
suicide? First, ask the person. Don't fall into the old trap 
"If 1 ask, I might put the idea into their head." Don't ignore 
or minimize the answer. If you make an error, err on the 
side of caution. If the person is at risk of suicide or admits 
to suicidal thoughts, do not leave him or her alone. Either 
you or another responsible person should remain with the 
individual until you can arrange for evaluation by a medi- 
cal officer who will determine the need for further evalua- 
tion by a psychiatrist or psychologist. People at risk for 
suicide require that you be highly directive and make 
decisions for them. 

Statistically, the military's largest source of manpower is 
in an age group that has a significant risk for suicide. 
Though often overlooked, most people considering suicide 
do give out signals. Therefore, preventive actions can and 
should betaken. Reducing the incidence of suicide requires 
that the warning signs be recognized and that you make a 
commitment to respond to those signs. 
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In Memoriam 



CAPT Ralph L. Christy, Jr., MC 

(Ret.), died 19 June 1992 at the 
Colorado State Veterans Home in 
Florence, CO. He was 78. 

Dr. Christy was born in Kansas 
City, MO, on 2 Oct 1913. He 
received his A.B. degree in 1936 and 
a M.D. in 1940 from the University 
of Colorado. After internship and 
residency training in the Colorado 
General Hospital, he entered active 
duty as a Regular Navy medical 
officer in 1942. His first duty was 
aboard USS Wasp, until her sink- 
ing in the Guadalcanal campaign 
on 15 Sept 1942. During this attack, 
Dr. Christy was wounded and sub- 
sequently received the Purple 
Heart. 

After attending the aviation med- 
icine course in Pensacola, FL, and 
graduating with honors, he was 
designated a naval flight surgeon. 
In April 1943 Dr. Christy was 
assigned to an aircraft squadron 
which later participated in the Mar- 
shall Islands and other Pacific cam- 
paigns. In July 1944 he was 
assigned to the Commander, Fleet 
Air West Coast Training Unit and 
in November 1945 became officer in 
charge at the Human Centrifuge 



and Acceleration Unit, School of 
Aviation Medicine, Pensacola, FL. 
His next duty was from July 1946 to 
May 1952 at the Bureau of Medi- 
cine and Surgery with additional 
duty at the Bureau of Aeronautics 
and Office of Naval Research. 

Dr. Christy received the Legion 
of Merit for his exemplary work in 
the field of aviation medicine 
research. He was instrumental in 
the development and improvement 
of antiblackout equipment used by 
our pilots in World War II. He also 
played a crucial role in the develop- 
ment of human centrifuges. The 
centrifuges were used in experi- 
ments to solve the problems of 
supersonic flight and especially 
emergency escapes from supersonic 
aircraft. 

His additional duties included 
senior medical officer aboard the 
aircraft carrier USS Franklin D. 
Roosevelt (CVB-42) from 1952 to 
1954 and director of the Aviation 
Medicine Technical Division at the 
Bureau of Medicine and Surgery 
from 1954 to 1958. He also received 
formal training as a psychiatrist 
and completed 3 years of residency 
at the National Naval Medical Cen- 



ter, Bethesda, MD. Dr. Christy 
soon rose to prominence in the field 
of psychiatry and became head of 
the Neuropsychiatry Branch at the 
Bureau of Medicine and Surgery in 
August 1961. He also served on the 
National Advisory Mental Health 
Council of the National Institutes 
of Health. 

In addition to his Purple Heart 
and Legion of Merit, Dr. Christy 
also received the Navy Unit Com- 
mendation Ribbon and Pacific 
Theater Ribbon with six engage- 
ment stars. 

Dr. Christy's professional affilia- 
tions and memberships included 
the American Medical Association, 
Aerospace Medical Association, 
Association of Military Surgeons 
of the United States, American Psy- 
chiatric Association, Washington 
Psychiatric Society, American Col- 
lege of Preventive Medicine, Inter- 
national Academy of Aviation and 
Space Medicine, and American 
Association for the Advancement 
of Science. 
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• Miniature Ear-Canal Radar Detector 

Physical constraints and mission scenarios do not allow 
conventional electronic warfare countermeasures 
equipment to be placed aboard the special boats used by 
Navy Special Warfare (NSW) personnel. Boat crews, 
however, have an urgent need to know if they are being 
scanned by hostile radar. Any practical solution would 
have to be rugged, lightweight, and not interfere with 
crew tasks. Researchers in the Bioengineering Division, 
Naval Aerospace Medical Research Laboratory, Pen- 
sacola, FL, may have found an answer to this problem 
in the electronic modification of a miniaturized hearing 
aid. With the microphone removed and a sensitive 
detector circuit installed, one prototype device showed 
sensitivity to a wide spectrum of modulated radiofre- 
quency (RF) energy, from 2.0 MHz to 22 GHz, and 
could detect a weather radar at a distance of 7 nautical 
miles. A refined version of this device could enhance the 
operational capability of NSW forces; furthermore, a 
smaller, less sensitive version has potential application 
in the private sector as an early-warning device for 
workers who might be occupationally exposed to RF 
energy. 



• Work/ Rest Schedules and Subjective 
Readiness of Naval Aviators 

Among the major concerns in naval aviation are the 
effects of sustained flight operations on aircrew readi- 
ness and performance. Around-the-clock flight opera- 
tions can lead to fatigue, stress, reduced sleep, poor 
sleep quality, performance degradation, and even cir- 
cadian desynchronsis (a disruption in the normal daily 
variations in a variety of physiological functions and 
behaviors). Researchers in the Aviation Performance 
Division, Naval Aerospace Medical Research Labora- 
tory, Pensacola, FL, participated in deployments on 
USS America (CV-66) to the Red Sea during Opera- 
tions Desert Shield/ Storm and more recently on USS 



Saratoga (CV-60) during a fleet exercise. They collected 
data from a wide variety of aviators on work/ rest sched- 
ules, subjective readiness to conduct an air strike, land- 
ing signal officer grades, and mission tasking. The 
Saratoga study included the collection of cognitive per- 
formance data pre- and post-flight from S-3 Viking and 
F/A-18 Hornet aviators. This information will enable 
an examination of the effects of mission tasking on 
work/ rest cycles, performance, and subjective readi- 
ness. The unique study should prove of considerable 
value to airwing commanders, squadron skippers, flight 
surgeons, and others committed to preserving and max- 
imizing aircrew performance. 



• Noninvasive Methods of Screening for 
Dental Disease 

Identifying personnel at risk of developing debilitating 
dental disease is a major goal of dental research in the 
Navy. Current studies are focusing on developing and 
testing noninvasive methods of screening for the most 
costly diseases that dentists treat — caries, cracked tooth 
syndrome, and periodontal disease. Several physical 
and biological approaches are being pursued by investi- 
gators at the Naval Dental Research Institute Detach- 
ment, Naval Dental School, Bethesda, MD. Future 
dental evaluation techniques will use ultrasonic imaging 
of the teeth for cracks and caries, and of the supporting 
periodontal structures for noninvasive measurement of 
disease progression. In addition, new dental approaches 
being studied include the evaluation of caries screening 
tests, the evaluation of periodontal disease indicators 
using gingival crevicular fluid, and identifying the 
mediators of chronic inflammatory disease related to 
polyclonal B-cell activators, T-cell superantigens, and 
periodontopathogens. Reducing the overall treatment 
needs through maximizing the dental health of military 
personnel is a clear objective for aiding operational 
readiness. 



For additional information on these or other medical 
R&D projects, contact NMRDC Code 04 at Commer- 
cial (301) 295-0883 or DSN 295-0883. 
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Addressing a nation at war, President Franklin D, Roosevelt 
dedicates the new National Naval Medical Center at 
Bethesda, MD, on 31 Aug 1942. 
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